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Original Articles. 


GASTROENTEROSTOMY. 


By ALEXANDER Fercuson, M.D., 


Professor of Clinical Surgery, University of Illinois, 
Surgeon-in-Chief, Chicago Hospital, Etc. 


In this short paper, it is the intentionto appropri- 
ate from the work of other surgeons those means 
and methods that appeal to my surgical sense and 
that are directed to obtain the best results in gas- 
troenterostomy. 

The ante- or retro-colic operation as it is per- 
formed to-day is the product of many minds and it 
has taken several years to explain the various com- 
plications as they have arisen, and many ingenious 
efforts have been made to counteract them. 

Open the abdomen in the mid-line of 
the epigastric region for a distance of 
about four inches. Should more room 
be required to manipulate the pylorus, duodenum, 
gall-bladder and ducts on the one hand or the 
stomach and jejunum on the other, swerve the 
incision at the upper angle to the right or left rectus 
muscle, cutting through its sheath if necessary to 
meet the requirements of the case. 

Examine by manipulation and 
sight, all structures in the epigas- 
tric and right and left hypochron- 
driac regions, taking note of the location and con- 
dition of the stomach and its two openings—the 
cardiac and pyloric, of the gall-bladder, bile ducts, 
duodenum, jejunum, pancreas and lympathic 
glands. Should there be clinical evidence, in the 
history or examination of the case, to arouse sus- 
picion of disturbance or disease of other intra- 
abdominal contents, then pass in the hand and fore- 
arm and thoroughly explore the abdominal cavity 
before proceeding to operate upon the stomach. 
This may in complicated cases reveal some condi- 
tion demanding more immediate surgical attention 


INCISION 


EXPLORATION 


than the operation primarily proposed. Should 
convincing data be found (a) of a carcinomatous 
condition of the pylorus and stomach without ex- 
tensive involvement of the lymphatic glands and 
surrounding structures, or (b) if ulceration or 
cicatrization at the pyloric region be demonstrated 
in a patient of about forty years of age and the 
general conditions are favorable to radical proce- 
dures, then remove the diseased structures before 
performing the anastomosis. While it is true that 
benign pyloric conditions very closely resemble 
malignancy and it is often impossible to differenti- 
ate one from the other on the operating table, still 
my experience urges me to emphasize the import- 
ance of giving the benefit of the doubt to malig- 
nancy and to procede radically. 

When the pylorus is obliterated by 
operation or disease, the anterior 
surface of the stomach is selected for 
anastomosis by most surgeons be- 
cause (a) it takes less time to perform than on the 
posterior, (b) there is less handling of the stomach 
and bowels, (c) its performance is easier and (d) the 
results in the vast majority of cases are satisfactory 
when the operation is properly performed. In 
anterior gastroenterostomy, the loop of bowel is 
liable to become adherent to the abdominal wound 
and give rise to pain and even obstruction, simulat- 
ing vicious circle. This occurred in one of my cases 
of pylorectomy and anterior gastroenterostomy 
for an ulcer of the stomach and it demanded a 
second operation on the fourteenth day after the 
first. There were firm adhesions of the loop to the 
abdominal wall and obstruction of the efferent 
segment of the jejunum about five inches below the 
anastomosis. The bowel was sharply doubled upon 
itself and held there by adhesions. In this case the 
proximal arm had been plicated in order to prevent 
vicious circle. On the thirteenth day after the 
primary operation the symptoms of obstruction 
began with occasional vomiting. Previous to this 
time the patient had made most satisfactory pro- 
gress. Upon breaking down the adhesions, straight- 
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ening out the intestines, and fastening a portion of 

the great omentum in front of it for protection, an 
éexcellent recovery resulted. In ante-colic anasto- 
mosis the loop of jejunum or its mesentery may be 
compressed by the abdominal wall and give rise to 
ileus, which may also be mistaken for vicious circle. 
It is recognized that volvulus of the jejunum has 
occurred after this operation. After the patient 
begins to walk around and gains flesh, the weight of 
the transverse bowel and omentum occasionally 


and other complications are far more common after 
an ordinary ante-colic than after a retro-colic 
anastomosis. 

It is more than probable (Braun and Mikulicz) 
that the duodenum and upper portion of the jeju- 
num are more tolerant to the action of the gastric 
juices than are the lower segments of the small 
bowel. In support of this property is the fact that 
several cases of peptic jejunal ulcer below the 
anastomosis have been observed to follow the an- 
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drags on the anastomosing loop and gives trouble to 
the patient. Whether the anterior or the posterior 
operation is performed a loop of bowel is liable to 
slip under the bridge at the site of entero-enteros- 
tomy and cause strangulation of the bowel or com- 
pression of its mesentery ; a spur may form between 
the afferent and efferent openings with thestomach; 
and a valve formation at the efferent outlet may 
direct the stomach contents into the afferent seg- 
ment. It is now fully recognized that vicious circle 


FIG. 1—ANTERIOR GASTROENTEROSTOMY AFTER PYLORECTOMY. 


terior operation, in which of course the proximal 
arm is much longer than when the posterior opera- 
tion is performed. This is an argument in favor 
of retro-colic gastroenterostomy. 

Pass the hand under the great 
omentum, push it to the left, 
raise the transverse bowel, seize 
hold of the jejunum at its origin and bring out and 
up to the stomach, a loop of it varying in length 
from twelve to twenty inches according to the dis- 
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tance required for the case at hand, taking care that 
it is neither too short nor too long. If the proximal 
arm is too short it will constrict the transverse 
bowel and if too long it forms a pouch for bile and 
pancreatic juice. An important guide in determin- 
ing the proper length of the proximal arm is to 
remember that in time the duodenum and proximal 
arm of the jejunum in cases of pylorectomy and 
pyloric obstruction become more or less shortened 
and atrophied because they no longer perform the 
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anastomosis, (about nine inches). I do not ap- 
prove of the very’ short proximal arm used by 
Kocher, Czerny, Mikulicz and others, because bile 
and pancreatic juice will surely mix with the stom- 
ach contents and often distress the patient. (Bin- 
nie s Operative Surgery, page 255.) 

A vicious circle is a very 
serious condition and usu- 
ally causes death by starva- 
tion and exhaustion if not rectified. The ingesta 
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function of transmitting food and only convey bile, 
pancreatic and duodenal secretions. Allowance 
must be made for this shrinkage as well as for future 
changes that occur in the structures—the omentum 
often increases in size and weight as the patient 
receives proper nourishment, and bears upon the 
anastomosing loop. A close fit without sagging 
will be found about the correct length of the jejunal 
segment for anterior anastomosis. For anatomic 
teasons a much shorter loop suffices for retro-colic 


FIG. 2.—ANTERIOR GASTROENTEROSTOMY AFTER PYLORECTOMY. 
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pass into the afferent segment of the jejunum and 
through the duodenum back again into the stom- 
ach. They become mixed with bile and pancreatic 
juice. The stomach as well as the duodenum and 
proximal arm of the jejunum becomes over-dis- 
tended and vomiting ensues. A vicious circle is 
also noticed to occur by the passing of food in a 
current reverse to that just described, namely, 
from stomach through pylorus, duodenum, proxi- 
mal arm of jejunum and back into the stomach. 
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Even when jejunal anastomosis is made between 
the two arms, I have seen a vicious circle form in 
three ways. (a) The ingesta passing from stomach, 
through the proximal arm of jejunum along the 
duodenum and via pylorus to stomach. (b) The 
stomach contents passed into the distal arm to the 
anastomosis between the afferent and efferent 
segments of the jejunum then into the duodenum 
and back into the stomach through the pylorus. 


Hepatic Duct 
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of the jejunum distal to it and found its way back 
to the stomach through the pylorus. 

A gastro-intestinal anastomosis should be per- 
formed in such a manner as to prevent a vicious 
circle forming in any of those ways. It is clear that 
a true vicious circle cannot occur when the pylorus 
is obstructed by operation or disease, but a semi- 
circular vicious condition may form, enormously 
dilating the proximal arm and duodenum with 
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FIG. 83—ANTERIOR GASTROENTEROSTOMY AFTER PYLORECTOMY. 


This occurred when the anastomosis between the 
two arms of the small intestine was situated on a 
higher plane than the termination of the duodenum 
and a long loop of intestine was left between the 
distal end of the duodenum and the arm-to-arm anas- 
tomosis. (c) The stomach contents passed through 
both arms of the stomach anastomosis and the two 
currents joined at the arm-to-arm anastomosis and 
diverged into the duodenum by way of the portion 


gastric contents, bile, pancreatic and duodenal 
secretions and forcing these into the stomach by 
way of the proximal or distal arm when an arm-to- 
arm anastomosis has been performed. Return of 
duodenal and. proximal arm contents is prevented 
by Fowler, of Brooklyn, by tying off the proximal 
arm close to the stomach after a gastroenterostomy 
and arm-to-arm anastomosis (fig. 7). It is true 
that the proximal arm may be plicated and 
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lessened in calibre, leaving sufficient space for 
the flow of bile and pancreatic juice so as to pre- 
vent a vicious condition when the pylorus is com- 
pletely obliterated either by disease or operation 
(fig.4) But while the pylorus is patulous, plication 
of the proximal arm near the stomach is not suffi- 
cient without an arm-to-arm anastomosis, on account 
of the food that may pass through the pylorus. 
This being the case it had. better be obliterated by 
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Minimum Suture 


plication as devised by Scott and Matolli or by 
Fowler’s wire suture (fig. 7). 

There is an objection to the admission of bile and 
pancreatic juice into the stomach under any circum- 
stances as demonstrated by the Mayo brothers and 
others, This being true the most perfect gastro- 
intestinal anastomosis anterior or posterior is that 
Which obliterates the calibre of the proximal arm 
completely near the stomach; anastomoses the two 


FIG. 4.—ANTERIOR GASTROENTEROSTOMY AFTER PYLORECTOMY. 


arms; and makes a free communication between the 
stomach and distal arm (fig. 6). 

Fowler’s operation (fig. 7) fulfils all these indica- 
tions but there is one objection to it and that is the 
uncertainty of the future behavior of the ligature, 
silk or wire, that shuts off the proximal arm. 

In Wohlfler’s and Roux’s procedure, and their 
modifications, the vicious circle is prevented but by 
a difficult, time-consuming, and dangerous technic 
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as has been so often demonstrated in their applica- 
tion by different men. 

Doyen (27th Congress of German Surgeons, Ber- 
lin, 1898) improved on Wohlfler’s method of pre- 
venting vicious circle. It consists in—(a) gastro- 
enterostomy, (b) enteroenterostomy and (c) 
division of the afferent segment of jejunum be- 
tween the two anastomoses. Upon cutting through 
the afferent segment, the ends were turned in, 
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serosa to serosa, and sutured. In my opinion this 
is the procedure par excellance in principle. When 
the ends of the bowel are inverted it can be per- 
formed very rapidly. Pass a circular continuous 
suture around the cut end of bowel and invert the 
end thus closed beneath a figure-of-eight or purse- 
string suture bringing serosa to serosa, and it will be 
noticed that this is as efficient as, and quicker than, 
Lembert suturing. i 
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tioned. In my opinion there is one anatomic fact 
which contributes to this that I have not yet ob- 
served in print. It is taking into consideration the 
calibre of the afferent and efferent openings at the 
stomach anastomosis. The afferent opening is 
always larger than the efferent because the size of 
the jejunum from its origin at the duodenum to its 
termination at the ilio-caecal valve decreases inch by 
inch. I wish to emphasize the bearing the cene- 
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FIG 5.—POSTERIOR GASTROENTEROSTOMY WHEN PYLORUS REMAINS PATULOUS. 


Leucke (Wiener Klinische Wochenschrift, 1899) 
pointed out the importance of dividing the jejunum 
first and arranging the segments so that after both 
anastomoses are effected the normal direction of 
peristalsis is maintained. I have observed that the 
enteroenterostomy should be opposite to or below 
the termination of the duodenum to prevent an up- 
ward peristaltic action of the proximal segment and 
dilatation of it. 

The cause of a vicious circle has not yet been men- 


shaped condition of the small intestine from 
above downward’ has upon gastric anastomosis, 
for in consequence of it, according to the law 
of resistance, the stomach contents should al- 
ways pass preferably into the proximal arm. 
Were it not that this is ccunteracted by peristal- 
sis and the current of bile and pancreatic juice, a 
vicious circle would probably form in every in- 
stance of simple gastrointestinal anastomosis, 
whether anterior or posterior, where no means had 
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been taken to lessen the size of the proximal arm 
opening. 

is a distinct advance in 
stomach surgery. When- 
ever I trusted to the elastic 
ligature I felt uncertain of what was going to happen, 
but I must say that it always cut through, never 
broke, and had no complications arise from it. 
Compared with twine or silk it is more liable to 
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deteriorate, is more scarce, is not always in stock, is 
much more difficult to use, and does not accom- 
plish the purpose to which it is applied any better. 
This ingenious (McGraw) ligature anastomosis is 
the most rapid of any operation yet devised. In 
employing one large ligature, elastic, hemp, or silk, 
the structures within its grasp are pleated upon 
themselves, in which position they may more or less 
temain and no opening is effected until the ligature 
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cuts through. These two objections are obviated 
by employing two stout silk ligatures, and making a 
small primary anastomosis between them as about 
to be here described. I agree with the results ob- 
tained by Dr. J. W. Draper Maury (Journal Ameri- 
can Med. Ass’n, Sept.17th, 19¢4) with twine instead 
of the elastic ligature. Twine or any stout silk 
thread will invariably cut through the stomach and 
bowel within its grasp in about three days and will 
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certainly “punch out as large an opening as is em- 
braced by the elastic.’’ (Maury). 

Anterior or posterior gas- 
troenterostomy may be 
rapidly performed as fol- 
lows: Useclamps. Bring 
the loop of jejunum to the 
stomach and fasten it to its most dependant part 
(Mayo) by means of a continuous suture. Open the 
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stomach and small bowel to the extent of half an 
inch for an immediate anastomosis and insert three 
posterior sutures, bringing mucosa of stomach to 
that of the bowel. Crush an inch of stomach wall 
and bowel on each side of the immediate anastomo- 
sis with a pressure forceps, which groove forms a 
bed for the silk cord. Insert two stout silk or 
twine ligatures, and tie them as tightly as possible, 
cut the ends short (the knots are within the opening 


order to prevent duodenal and other complications, 
plicate the proximal arm near the stomach (Fig. 4) 
converting it into a tube for the double purpose of 
(a) preventing ingesta entering it and (b) allowing 
sufficient space for conveying bile and pancreatic 
juice. If the saving of time is a very prominent 
element in the case and the pylorus is obstructed, 
the operator may now stop and close the abdomen, 
knowing that one undesirable condition will follow 


FIG. 7.—FOWLER’S OPERATION. 


of the immediate but small anastomosis). Com- 
plete the small anastomosis by a continuous inver- 
sion suture (Ferguson), leave the final knot within 
the lumen of the immediate anastomosis (Connell), 
and complete the entire gastroenterostomy by a 
continuous suture in front (Figs. 1-2-3—4). Through 
the immediate small anastomosis the gastric con- 
tents find an exit at once which is important after 
pylorectomy or in cases of pyloric obstruction. In 


and that is the admixture of bile and pancreatic 
juice with stomach contents. When the pylorus 
and duodenum are left in a condition capable of 
performing their function as food carriers immedi- 
ately or in some time afterwards, the lumen of the 
proximal arm had better be completely obstructed 
by (a) tight plication (Fig. 5) or (b) ligature (Fow- 
ler) (Fig. 7) or (c) by dividing it and inverting the 
cut ends (Fig. 6); and at the same time make an 
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anastomosis between the two arms by means of 
suture and ligature (Figs. 5-6-7), a small primary 
opening being left for immediate drainage, and pro- 
vision ensured for a larger opening at the end of 
two or three days to convey food-stuffs as well as 
duodenal contents from the proximal segment of 
the duodenum to its distal. 

The artificial foramen made when the enteroen- 
terostomy is completed should be obliterated by 
several sutures (Mayo) or, as represented in Fig. 5, 
by a simple suture, which prevents bowel passing 
through the opening and becoming strangulated. 
This is no imaginary sequel but has actually oc- 
curred and caused death. 

Figure No. 6 represents 
Retro-Cotic GAsTROEN- an operation on the 
TEROSTOMY—STOUT SILK principle of that of 
LIGATURE. Doyen and Leucke, but 

differing in that I re- 
commend: 


(1). Gastroenterostomy. - 
(a) Immediate small anastomosis with 
suture. 
(b) Permanent large anastomosis with 
stout silk and suture. 


(2) Entero-enterostomy. 
(a) Immediate small anastomosis with 
suture. 
(b) Permanent large anastomosis with 
silk and suture. 


(3) Division of jejunal loop and inversion of 
both bowel ends (Fig. 6). This is done 
before any anastomosis is begun and 
the segments are brought into proper 
relationship one to the other. (Fig. 6). 


Thanks to the suggestions of McGraw and Maury 
this procedure can be carried out with speed, ac- 
curacy, assurance and efficiency. It is preferable 
to perform it on the posterior surface of the stomach 
when feasible and by this means troublesome ad- 
hesions, bowel kinking, volvulus and obstruction 
are minimized and a circulus viciosus is prevented. 

Finney’s operation is the most nearly ideal of all 
stomach anastomoses because the ingesta pass 
through the duodenum over the ampulla of Vater 
and mucous membrane, and impart the normal 
stimulus for a free flow of (if not the secretion of) 
bile, pancreatic juice and duodenal secretions. 

Its technic is simplified and the time for its ex- 
ecution greatly shortened by means of stout silk 
ligatures. Whenever this operation fulfils the re- 
quired indications it should be the one chosen. 


No. 10 Drexel Square. 


PARAFFIN IN SURGERY. 
A CRITICAL AND CLINICAL STUDY. 


By H. Luckett, M.D., 
Attending Surgeon, Harlem Hospital; 
Attending Surgeon, Mount Sinai Hospital Dispensary: 
and 
Frank I. Horn, M.D., 

Assistant Surgeon, Mount Sinai Hospital Dispensary, 
NEW YORK. 


(Continued from the A pril Number.) 


Passing over the articles of Scanes Spicer?’, Har- 
mon Smith?®, Lynch?®, Heath*°—pioneers in the 
American literature—Grimmer*', Och3?, Hal Fos- 
ter33, Eastman*+, Parker’5, Proteus,3° Suckers’, 
Allen*, Alter*®, Quinlan*’, Connell*? and 
Clevenger*’, which are more or less reports of cases, 
or relate to slight modifications of technic, without 
in any manner throwing light upon the question of 
the disposition of the paraffin, we come next to 
Comstock**, who is practically the first author in 
this country to attempt experimentally to show the 
disposition of the paraffin. 

His experiments were instituted primarily to 
show the best melting point at which paraffin could 
be injected. He used a mixture of commercial 
paraffin having a melting point at 120° F. and white 
cosmolin melting at 100° F.; so combining these as 
to have samples melting at 102° F., 104° F., and 
110° F., respectively. In all cases in which the 
paraffin was used at 102° F. the animals, rabbits, 
died within two weeks from thrombosis.* 

His photomicrographs, twelve in number, are 
very beautiful, showing great care and perfect 
technic in preparation. He concludes that paraffin 
must at all times be above the body temperature 
in order to prevent any danger from the formation 
of emboli. The toxic dose would be from ten to 
fifteen pounds to the average person, and the proper 
melting point for injection into the human body 
is 106° or 107° F. The difference between the con- 
gestion and inflammation set up by the different 
melting-point paraffins was scarcely perceptible. 

He says that the paraffin is grown through and 
into by connective tissue which throws out numer- 
ous spindle-shaped processes, showing the develop- 
ment of new connective tissue, etc., which is con- 
clusive evidence of the beginning organization of 
the mass. He speaks of ‘‘new tissue’’ that per- 
forates the embedded paraffin, “forming a new, 
firm and well-organized mass.”’ He says in partic- 
ular: “In all cases I have noticed a certain 
amount of apparent shrinking as the mass hardened 


* It will be remembered that the normal temperature of rabbits is 
102°5 F., hence this sample had a melting point slightly below the 
body temperature. 


- 4) 
2 of 
‘ing 
atic 
ent ; 
ted, 
len, 
low 
tic 
us 
of 
li- 
he 
ed 
w- 
he : 


May, 1005. 


and organized, which is probably due to absorption 
of the small amount of oil which is in the paraffin, 
leaving only the solid residue. This change leaves 
minute, softened openings, through which the little 
tissue cells make their first entrance in their attempt 
to bring into the fold this stranger from the material 
world.”’ He further expresses his pleasure in being 
able to present his evidence to prove the fact that 
‘““we have a substance which will fill in the spaces 
of lost tissue and not remain entirely a capsulated 
body, but become a bridgework, and, in fact, a part 
of the new tissue.” 

More recently Morton**, who used sperm oil to 
reduce the melting point of hard paraffin, in describ- 
ing comparative sections of which he shows 
photomicrographs, says of one: “The connec- 
tive tissue has increased and new bloodvessels are 
permeating it. The masses of paraffin grow smaller 
and smaller, and are surrounded by embryonic 
tissue which has penetrated the paraffin.” Of 
another section he says: “It shows a vast in- 
crease of new tissue, connective, fibrous, and em- 
bryonic, with a decrease in the amount of paraffin.”’ 
He states that these sections show conclusively that 
the paraffin soon disappears; whether it undergoes 
some chemical change, or whether it is conveyed 
away through the lymphatic system by the leuco- 
cytes, remains to be settled. Special attention is 
called to the fact that by the end of four months 
the injected paraffin is more or less completely re- 
moved and its place is occupied by organized 
tissue. 

With this we have reviewed practically all the 
interesting articles published to date, excepting a 
few by English writers, such as Downie**®, Paget*’, 
Ramsey*®, Douglass and Stone*?; and Cocchi*® in 
Cuba, and LaGardé in France. 

We are now no nearer a solution of the very in- 
teresting and all-absorbing question. Honors are 
almost even; the one half saying that paraffin is 
absorbed, the other saying that paraffin is not ab- 
sorbed. They all seem to agree that the paraffin 
is grown into by new connective tissue fibres, which 
results in the organization of new tissue. Can this 
apparent great difference of opinion be reconciled? 
Is there an explanation for this great divergence of 
opinion, regarding the disposition of the paraffin, 
of the many well-known writers, possessing equal 
merit and credibility, who have given us the benefit 
of their careful, painstaking experimentation and 
labors? We answer in the affirmative. We believe 
that it was possible for authors of such high dis- 
tinction to arrive at conclusions so absolutely con- 
trary—simply because of having started their rea- 
soning from altogether false premises. First, as to 


the chemistry of the paraffin, which was entirely 
ignored by most writers. Second, as to the early— 
that is, the immediate—disposition of the paraffin 
in the tissues. Third, as to the temperature of the 
paraffin at the time of the injection. The over- 
looking of these three most’important basic prin- 
ciples has caused a misinterpretation of some other- 
wise carefully executed experiments and tedious 
labors, resulting in partly or altogether erroneous 
conclusions being drawn therefrom. Therefore, in 
order to more easily demonstrate our view, it is 
essential that we first deal briefly with the chemis- 
try of the paraffin. 

It is not to be denied that he who, without pos- 
sessing the knowledge of anexpert chemist, attempts 
to study the chemistry of paraffin, finds himself con- 
fronted with a rather puzzling and perplexing 
aggregate of vague terms, and is soon lost in a maze 
of technicalities. His mind is apt to become befud- 
dled, and somewhat addled, by the endless and 
rapid transition from the lower members of the 
series, gases, through the fluids to the higher solids, 
and to the ethers, esters, olefines, ketones, alde- 
hydes, etc. : 

There is something undefined and unsatisfactory 
about the whole subject, and the more one reads 
the less clearly he sees his way through the laby- 
rinth of possibilities. Paraffin was discovered in 
1830 by Reichenbach, who gave it the name, derived 
from: parum, too little; and affinus, affined or akin; 
because it was not attacked in the cold by such 
energetic oxidizing agents as concentrated sul- 
phuric and nitric acids. It is the denomination of 
a series of saturated or limit hydrocarbons, so- 
called on account of the fact that they cannot unite 
with any more atoms or groups of atoms. They 
are obtained in large quantities in the dry distilla- 
tion of peat, turf, brown coal, bituminous shale, 
and cannel coal, rich in hydrogen. From the tar 
which is produced at the same time a mixture of par- 
affins is obtained by fractional distillation. Wood- 
and coal-tar contain, on the contrary, chiefly 
aromatic hydrocarbons. They occur already 
formed in petroleum, particularly that in America, 
which consists almost exclusively of them, and con- 
tains all of them, from methane to the highest. 

It is difficult to isolate the individuals from such 
mixtures. Caucasian petroleum contains chiefly 
the aromatic hydrocarbons and the hydrogen ad- 
dition products of the same. The German petrol- 
eums stand between these two kinds. They occur 
comparatively pure in the mineral kingdom as 
mineral wax—ozocerite. The general or algebraic 
formula of the series is 


C, H,,.+2. 
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The lowest member of the group is methane, 
or marsh gas, CH,. A long line of varieties runs 
from this up. to the hardest paraffin, called dimy- 
ricyl, C., H,,,, melting point 102°C. (215.6° F.) 

The lowest members of the series up to butane 
and tetramethylmethane are gases at the ordinary 
temperature. The middle members are colorless 
liquids with a faint but characteristic odor. The 
higher representatives beginning with hexadecane, 
C,,H,,, are crystalline solids. 

The chemical constitution of the paraffins is un- 
known. They contain in percentage: 

C 50-55 
H 6.6-7.3 
N 15-19 
O 19-24 
S 0.3-2.4 

Though generally related, and possessing many 
features in common, the different members of the 
group are distinguished by characteristic physical 
and chemical properties, which serve not only for 
their identification but for their classification into 
more or less well defined groups. All the physical 
properties of the constituents of this long series 
vary in accord with the rise of the molecular 
weight. 

They are almost, or altogether, insoluble in water 
and cold alcohol. They are soluble in boiling 
alcohol and ether, fatty and volatile oils, and 
mineral oils. The solubility of the higher members 
decreases as the amount of carbon increases. Their 
melting points increase with the addition of the 
carbon, That is, the boiling point, minus-—very 
low—at the bottom of the series, steadily ascends 
as we go higher. 

The density shows the same graduation. From 
gaseous it becomes fluid, then viscid, and finally 
solid. While paraffins are not attacked in the cold 
by such energetic oxidizing agents as concentrated 
sulphuric acid or nitric acid, chlorine has a sub- 
stitution action, bromine a less energetic, and iodine 
is substituted in the presence of an oxidizing agent. 
The commercial products known as vaselin, petrola- 
tum U.S.P., cosmolin, etc. are not pure paraffins, 
but are mixtures of several paraffins and the heavier 
petroleum oils: their consistency depends upon the 
telative proportions of the higher paraffins of in- 
creasing melting point which they contain, from the 
oily petrolatum liquidum, U.S.P., to the hard 
petrolatum durum, U.S.P. 

The name, formula and melting point of these 
harder or higher paraffins are as follows: 

Melting Point: 
Hexadecane, Cio6H,, 18°.0C. 64°.4F. 
Heptadecane, C,,H,, 22°.5C. 72°.5F. 


_ Melting Point: 


Octadecane, 28°.0C. 82°.40F. 
Nonadecane, C,,H,, 32°.0C. 89°.60F. 
Eicosane, C..H,. 36°.0 C. 96°.80F. 
Heneicosane, (C,,H,, 40°.4C. 104°.72 F. 
Docosane, C,,H,, 44°.4C.111°.92 F. 
Tricosane, C,,H,s 47°.7 C. 117°.86 F. 
_ Tetracosane, C,,H,, 51°.1 C. 123°.98F. 


Here occurs the first break, and we jump to: 
Heptacosane, C,,H., 59°.5C. 139°.10 F. 
Hentriacotane C,,H;, 68°.1 C. 154°.58F. 
Datriacotane, C,,Hg, 70°.o C. 158°.00 F. 
Petatriacotane, C,.H,, 74°.7 C. 166°.46 F. 
Dimyricyl, C,,H,,. 102°.0C. 215°.6 F. 


The chemical study of the paraffin group for our 
purposes points, after all has been said, to the fact 
that liquid petrolatum, vaselin, cosmolin and hard 
paraffin are pratically but gradations of the same 
body, and in fact show much resemblance in their 
chemical behavior. They are all absolutely neutral, 
and therefore non-irritant. Water, acid and 
alkalies have no influence upon them. By the 
action of bramine, chlorine and iodine, however, we 
get compounds which may be considered as the 
bromides, chlorides and iodides of the alcohol radi- 
cals and are known as the haloid ethers and the 
haloid esters. That these or some other substitu- 
tion actions may take place in the body tissues, re- 
sulting in an absorbable compound, must be con- 
sidered. 

Chlorine exists normally in the body tissues and 
forms with the other inorganic salts of the serum 
about six °/,, of the solids of the blood. Fatty 
matters, which, as we have seen, are also able to 
dissolve the paraffin, are present in the human 
blood to an extent of 1.4 °/,,. | Pathologi- 
cally, chlorides are increased by all inflammatory 
processes. We might suppose that there was a 
local increase of chlorides near and surrounding the 
inflammatory process occasioned by the injected 
paraffin, which possibly tends to increase the sub- 
stitution process in the tissues. It is obvious that 
in patients. under treatment with bromides and 
iodides, who have been injected with paraffin, we 
have bromine and iodine coming in contact with the 
paraffin in the tissues. As a great many cases of 
saddle-nose, facial hemiatrophy, etc., that have 
been injected with paraffin, are of syphilitic origin, 
it is not amiss to suggest the possibility of these 
medicinal agents being responsible for the opinion 
of some writers that, in some of their cases at least, 
the paraffin was absorbed. We grant that what- 
ever this action is, it necessarily must be very 
slight, and probably takes place only in that part 
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of the paraffin that comes in direct contact with the 
tissues. 

At any rate the dogmatic statement cannot be 
accepted that the paraffin is acted upon in tissue 
in the same manner as in the test tube. In the 
former the action is a bio-chemical one, of which 
very little is known and nothing written. In the 
other the action is purely a chemical affair. 

We have inaugurated a series of experiments 
consisting of the administration of bromides, 
chlorides and iodides to paraffin-injected rabbits, 
to note the effect on the process of absorption. 

All these very interesting chemical facts seem to 
have escaped the attention of the various writers 
quoted. What effect they may have on the final 
disposition of the paraffin, and to what extent their 
oversight has contributed to the arguments from 
false premises, will be considered in our general 
discussion. 

We come now to false premise number two. 
Many and various are the views expressed about 
how, for instance, ‘‘a few hours after injection the 
conditions are entirely changed. A _ small-celled 
infiltration sets in. Soon the -vaselin, like any 
foreign body, is encapsulated, and new tissue 
fibres grow through the mass so that a specimen 
taken from the injected area resembles an inflamed 
lipoma”’ (Gersuny); how “the paraffin globuli are 
grown through like a sponge and are formed into 
mesh-work”’ (Jukuff); how “paraffin stimulates 
the proliferation of new connective tissue cells, 
which invade the paraffin as they would an im- 
planted sponge’’ (Moskiewitz); how ‘the paraffin 
is grown through and into by connective tissue. . . 
showing beginning organization of the mass”’ 
(Comstock); and how “new connective tissue and 
new bloodvessels permeate the mass of paraffin,’ 
etc. (Morton) all of which, it is claimed, takes 
days, weeks and months to occur and is 
described as a patho-histological process. 

We shall show that this so-called early disposition of 
the paraffin (and herein we take issue with all other 
writers) was a mechanical or physical distribution or 
arrangement of the paraffin in the tissues, and that it 
took place immediately at the time of the injection. 

If fluids are injected into the connective, sub- 
cutaneous, areolar, or any other tissue, it is ab- 
solutely impossible, from the very histological 
nature of those tissues, that the injected fluid be 
confined to one spot or space. Upon this principle 
our experiments were founded, and upon it we base 
our arguments. And this point seems to have been 
overlooked by all other experimenters. 

The injected fluid, propelled by the force from 
ehind, runs along in the direction of least re- 


sistance; forcing, stretching and tearing its way 
between the layers, bundles, or even single fibres 
or cells of the loose connective, subeutaneous or 
other tissue; opening up for itself paths, channels 
or plains—running from one alveolar space to 
another, encircling, surrounding and encompassing 
these layers, bundles, fibres or cells, collectively or 
singly, and even bloodvessels, at the time of the in- 
jection. Asection removed immediately after such 
injection will give the appearance as though the 
layers or bundles of fibres or cells or bloodvessels 
had dipped down by proliferation or new growth 
into the body of the injected substance. All this 
is exactly what takes place with the paraffin when 
injected in a melted state (fluid form) into the 
tissues. Most writers have stated erroneously, 


romiecanes of a section removed from the nose of a cadaver 


immediately after injection of paraffin in liquid state, melting point 
107° F., into the subcutaneous tissue. 


and tried to prove, that it takes weeks and months 
for this to occur. 

The idea that the principle of immediate dis- 
tribution or arrangement was probably correct was 
suggested by us four years ago, when a paraffin 
chunk, removed after one week’s standing in the 
tissues in order to correct an over-injection for 
saddle-nose, was demonstrated before us as having 
alleged newly-formed tissue fibres running through 
its centre, “showing process of organization’’ and 
the like. We remonstrated that it was scarcely 
plausible, and hardly even possible, that such a 
process could take place in so short a time; and we 
stated theoretically that the probabilities were as 
above described. We proved this at that time by 
making the identical injection upon the cadaver, 
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and removing a specimen immediately after in- 
jection. 
Macroscopically, the gross specimen presented 


large and small bundles of fibres apparently sur- 


rounded and held together by paraffin. In other 
words, the paraffin could not be removed in one 
lump as such, by itself. Altogether, it had an 
identical appearance with that of the piece above 
described as being removed after over-injection for 
saddle-nose deformity. The mass of paraffin, in- 
jected into the cadaver was so thoroughly permeated 
by the meshwork of tissue fibres that it did give the 
appearance of “attempted organization!”’ 
Microscopically, a section (see Fig. 1) presented: 
several large deposits of paraffin ; farther and far- 


Fig. 2. 


Photomicrograph of a section removed from the neck (behind the ear) 
of alive cat tmmediately after injection of paraffin in liquid state, melt- 


ing point 107° F. 


ther away from these large deposits there are 
smaller and smaller ones, with connective tissue fibre 
cells and the like running between and around, 
apparently encapsulating each deposit. As we ap- 
proach nearer and nearer to the periphery the 
pieces or deposits become smaller and smaller, 
and seem to push or crowd, and fold, pack or 
jam the fibres together, giving the appearance of 
a thickened capsule. The paraffin has been re- 
moved from the larger spaces, but in the smaller 
ones the paraffin crystals are plainly visible. (See 
upper left-hand corner of section). 


Fig. 2 is a section of specimen removed from the 
neck, just behind the ear, of a cat that had been in- 
jected with paraffin (having a melting point of 107° 
F.) while in a liquid state. This specimen was re- 
moved immediately after the injection. Macroscopi- 
cally and microscopically the appearance is practi- 
cally the same as in Fig. 1, with the exception of the 
presence of more blood cells than in Fig. 1, which 
was removed from acadaver. At the upper right- 
hand corner of the section the paraffin is laid down 
in one large or central deposit. At the lower left- 
hand corner the paraffin is seen in numerous finely 
divided particles, masses and deposits, or islands, 
each one of which is entirely surrounded by tissue 
fibres, giving the appearance as if the connective 
tissue fibres were endeavoring to penetrate the central 
mass. These particles, islands or depots, are much 


Fig. 3. 
Higher magnification of part of figure 2 


more finely divided and evenly distributed than the 
corresponding particles, islands and depots in sec- 
tion 1. The reason for this is that Fig. 2 repre- 
sents a section injected into live animal tissue, 
through which paraffin had no difficulty in spread- 
ing, while Fig. 1 is a section of the injection into 
a cadaver, just removed from the refrigerator. 
The tissues being frozen and minus their normal 
fluids, etc., the paraffin had greater difficulty in 
finding its way into smaller spaces along the planes 
of least resistance, as above described. Also the 
paraffin, being cooled quickly in the frozen tissues, . 
soon left the liquid form (in which condition it 
could more easily disseminate) for that of the solid. 
(To be continued.) 
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URETHRAL NEOPLASMS. 
By G. Frank Lypston, M.D., 
CHICAGO, ILL. 


Professor of Genito-Urinary Surgery and Syphilology, 
State University of Illinois; Attending Surgeon, 
St. Mary’s and Samaritan Hospitals. 


The urethra is occasionally the seat of neoplasms 
of various kinds. Since the advent of endoscopy 
urethral tumors have ‘been found to be more fre- 
quent than previously supposed. They vary in 
gravity from inflammatory neoplasms to malignant 
growths. 

Inflammatory neoplasms are usually associated 
with chronic urethritis, occasionally with organic 
stricture. They consist of submucous overgrowth 
of connective tissue projecting into the canal, and 
are richly supplied with bloodvessels and covered 
with epithelium similar to that of the normal 
urethra. Fungous or papillomatous excrescences 
sometimes form, being apparently due to granular 
urethritis. The vascular supply is sometimes so 
rich that the growth resembles angioma. 

Inflammatory urethral growths resemble the 
vegetations met with upon the external penile sur- 
faces. I have noted several cases associated with 
external vegetations, the urethral growth being 
limited to the fossa navicularis. Papillomata 
sometimes occur in the anterior urethra independ- 
ently of external growths. Distinct mucous polypi 
have been observed. 

Prior to the invention of the endoscope, ante- 
mortem diagnosis of the softer varieties of urethral 
neoplasm was mere guesswork. Urethral tumors, 
usually in the form of the well-known caruncle, are 
more readily recognized in the female than in the 
male, because of the shortness and dilatability of 
the canal. 

The following unique case of urethral tumor re- 
cently came under my observation: 

W. H., aged 23, undertaker. No history of in- 
jury or venereal disease. Has been an occasional 
drinker. Has drunk to excess at intervals, but does 
not indulge as a.regular habit. Heredity good. 
Was healthy until three years ago, when he began 
to suffer from frequent micturition and pain over 
the pubes and in the perineum, especially marked 
after urination. The attacks lasted for a week or 
more and then disappeared. Recurrences were at 
irregular intervals and of varying severity. Some 
six months since, the symptoms grew worse, and 
have progressed in severity. There was, at the 
time of examination, in addition to the symptoms 
above mentioned, pain and burning in the urethra 
and glans penis, with constant desire to urinate. 
The symptoms improved when the patient was 
’ quiet. Constipation was complained of. Ap- 
petite good and nutrition not appreciably dis- 
turbed. Color was indicative of excellent general 
health. Sleep disturbed by frequent micturition. 


Rectum and anus healthy. The urine was normal. 
There had never been any hematuria or other urin- 
ary disturbance nor any pain in the region of the 


_ kidneys. 


Examination by searcher, sound; and cystoscope 
showed the bladder to be healthy. The mem- 
branous and prostatic portions of the urethra were 
extremely sensitive, but there was no obstruction 
save that incidental to spasm of the musculo-mem- 
branous region. The urethral calibre was 30 F. 
Unfortunately, the endoscope was not used. The 
only objective condition discoverable, aside from 
the spasm mentioned, was moderate enlargement 
and tenderness of the prostate. Other methods of 
treatment having proved ineffectual, perineal sec- 
tion and dilatation of the vesical neck were pro- 
posed, and consented to. 

_ The usual perineal boutonniere having 
OPERATION been made, the vesical neck was 
readily stretched to the size of the 
index finger, and the bladder thoroughly explored 
without discovering anything abnormal. In ex- 
ploring the bulbo-membranous region’ more criti- 
cally, a slight elevation was found upon the urethral 
floor just in front of the opening in the triangular 
ligament. Under manipulation, this was found to 
peel up under the finger. By careful dissection, 
still with the finger, the slight elevation was found 
to be part of a good-sized mass of tissue occupying 
chiefly the right side of the bulb, which had been 
dilated outward and backward, forming a consider- 
able pocket. The tumor was lobulated to the feel 
and quite friable, a good portion of its bulk breaking 
down under the finger and coming away piecemeal. 
At the posterior portion of the growth on the right 
side was a distinct aperture in the triangular liga- 
ment too small to admit the index finger. The final 
attachment of the tumor seemed to be in this open- 
ing, suggesting the origin of the growth in this situ- 
ation. Recovery with complete relief of symptoms 
was rapid. The perineal wound was healed within 
a week. The microscopic characters of the growth 
verified the diagnosis of adenoma suggested by the 
gross physical features of the tissue as felt by the 
finger and noted in the specimens removed. 

The tumor in the foregoing case probably origi- 
nated in the right Cowper gland. The absence of 
urinary obstructioh isremarkable. Why the tumor 
should have become flattened in form and extend 
outward and backward rather than toward the 
urethral canal is difficult of conjecture. The fact 
that constant perineal pain was not experienced 
militates somewhat against the assumed origin of 
the tumor. Obviously, the point of departure may 
have been the urethral glands. 

In perineal operations upon young adults, I have 
found in a number of instances small adenomatous 
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growths beneath the mucous membrane of the pro- 
static urethra and encroaching to a greater or less 
extent upon the calibre of the canal. These 
growths have been readily removed with the finger 
or with forceps, and I have found them in every 
instance to be of essentially the same histologic 
structure as the case above described. It is pro- 
bable that in these cases we really have to deal with 
the ordinary form of prostatic adenomata in their 
incipiency. It is possible, moreover, that were 
more careful explorations made in cases of perineal 
section in relatively young subjects, it would be 
found that prostatic adenomata begin at a period 
much earlier than is ordinarily supposed. 

Malignant neoplasms 
CARCINOMA AND Sarcoma of the urethra are 
OF THE URETHRA usually secondary to 

similar growths affect- 
ing the body of the penis. Under such circum- 
stances their consideration involves the diagnosis 
and treatment of the primary condition. Cases of 
both primary sarcoma and primary carcinoma of 
the urethra have been reported, but in most in- 
stances the diagnosis has not been established until 
late in the history of the case. Most of these cases 
have been located in the perineal region of the 
urethra, and considering the relatively late period 
at which the diagnosis has been established, it is 
more than probable that in quite a proportion of 
the cases the urethra was involved secondarily in a 
malignant growth, which began outside of the canal. 
With increasing skill in the employment of the 
endoscope, our knowledge of primary carcinoma 
and sarcoma of the urethra will doubtless be con- 
siderably enhanced. 

Griinfeld’s case of primary cancer of the prostatic 
urethra is an illustration of the fact that only 
through careful and expert urethroscopy can such 
cases be correctly diagnosed. Several cases have 
appeared in the literature in which primary cancer 
began in the anterior urethra, the diagnosis having 
been established by urethroscopy. 

The symptoms of urethral tumor are those of 
chronic urethritis, with obstruction—if the growth 
be sufficiently large—and perhaps hemorrhage 
during micturition. Benign tumors of the urethra 
are usually found casually when the surgeon is 
seeking a cause for a protracted urethral discharge. 
They may sometimes be felt on palpation. 

The treatment of urethral tumors 
is, briefly, removal by forceps or 
scissors via the endoscope or ure- 
thral speculum, with subsequent careful cauteri- 
zation of the base of the growth. In deep tumors 
perineal section is indicated. Cancer of the urethra 
demands amputation of the penis. 


TREATMENT 


THE TREATMENT OF ACUTE OTITIS MEDIA 
IN CHILDHOOD.* 
By Percy FRIDENBERG, M.D., 


Ophthalmic and Aural Surgeon to the New York 
City Children’s Hospitals and Schools, etc. 


When we consider that more than a century has 
passed since the appearance of Saunders’ views of 
the pathogenesis of purulent inflammation of the 
tympanum, with secondary inflammation and per- 
foration of the drum, we should expect a concensus 
of opinion as to the method of treatment and the 
technic of operative interference in cases of this 
affection. The importance and need of guiding 
principles of therapeutics in the treatment of young 
children will have become evident to those who have 
followed the anatomy, pathology and clinical symp- 
toms of otitis media in early life. While my pro- 
vince, as indicated by the title of this paper, is 
purely a practical one, certain theoretical considera- 
tions must be borne in mind if we wish to have a 
scientific basis for our therapeutic procedures, 
whether these be operative or not. If we exclude 
those probably rare cases of virulent diphtheria and 
scarlet fever in which the middle ear becomes im- 
plicated by the medium of the general circulation 
we shall not be far wrong in accepting an infection 
from the naso-pharynx as a causal factor of a large 
percentage of acute otitis in children. 

While this consideration has its valuable proph- 
ylactic aspect, it is of still more immediate interest 
in its bearing on the treatment of the existing 
otitis media and on the prevention of reinfection 
from the nasopharynx and buccal cavity. It is a 
well known fact that these regions, especially the 
nose, may even in apparent health harbor not 
only pus-cocci, but the specific micro-organisms of 
diphtheria, pneumonia, cerebro-spinal meningitis 
(Councilman) and not improbably influenza. Fre- 
quent cleansing of the nasal passages and naso- 
pharynx should be made a routine measure in 
every case of otitis media, whether there is evi- 
dence of rhinitis or not. For this purpose sprays 
of warm alkaline and antiseptic solutions, such 
as boracic acid, Dobell’s or Seiler’s solution, 
cannot be too highly recommended. Syringes 
and nasal cups are to be avoided as with them 
there is always danger of the irrigating fluid 
being carried into the middle ear. These irri- 
gations should be followed by oily sprays, or in 
young infants, by the instillation of a drop or two 
of sterile oil (albolene, benzoinol or liquid vaseline) 
into either nostril. The oily sprays, besides pre- 
venting a too rapid drying out of the mucous mem- 


*Read before the Eastern Medical Society, April rath, 1905. 
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brane with secondary liability to reinfection, lessen 
the secretions of mucus, and so make it possible to 
diminish the amount and frequency of the watery 
spray. If there be marked retro-nasal catarrh or 
adenoid hypertrophy, the pharynx should be swab- 
bed out with resorcin-alcohol 50%, carbol-glycerine 
10%, or iodine-glycerine 25%. In all cases we 
must insist on rest in bed, light diet, regulation of 
the bowels and careful nursing. 

The examination of the drum has been advised 
as a routine measure in all cases of acute febrile 
disease of childhood. In the suspected presence 
of an otitis thorough and repeated inspection 
is imperative not only before but after the drum 
has been opened, whether spontaneously or by 
operation, and even when drainage appears to 
be sufficient. At this point I must call atten- 
tion to what seems to me an entirely mistaken 
idea on the part of some practitioners that an 
otoscopic examination is a very simple affair. On 
the contrary, the procedure may not only be at- 
tended with great technical difficulties, but the 
interpertation of the fundus changes may be much 
less simple than that of an ophthalmoscopic picture. 
In young and restless, struggling children general 
anesthesia may be imperative, and the mechanical 
difficulties presented by a very narrow or swollen 
meatus and small drum increased by accumulations 

.of cerumen and flakes of epidermis, or of pus and 
blood in the canal or on the tympanic membrane. 
A layer of plastic lymph, or a white dandruff-like 
accumulation of macerated or desquamated epi- 
thelium may completely mask a congested or in- 
flamed drum; and bulging, or perforation, of 
Shrapnell’s membrane may escape all but the most 
expert and painstaking examination. Finally, 
bulging may be entirely wanting in the presence of a 
thickened drum or of virulent otitis media in which 
the exudation is of a firm consistency. In such 
cases the tympanic cavity may be blocked by 
fibrinous or gelatinous material containing virulent 
bacteria, generally streptococci, and practically no 
pus atall. Not only may there be no bulging of the 
drum, but the fundus may show very slight changes; 
and yet high temperatures set in rapidly and cere- 
bral complications come on at a very early stage, 
before the mastoid cells, which contain similar 
material, have become involved in a progressive, 
purulent inflammation. It is to be remembered 
that paracentesis of the drum membrane is per- 
formed only incidentally for the relief of aural pain, 
but primarily for the evacuation of inflammatory 
products, and, when performed sufficiently early, 
for the inhibition of their development. Dench 
says: “We do not expect to liberate pus by this 


method, but to prevent its formation.’’ Accord- 
ingly, we do not await spontaneous perforation or 
necessarily delay paracentesis until marked bulging 
of the drum has taken place, but proceed to open 
the tympanic cavity and to establish free drainage 
as soon as there is evidence of acute otitis media.* 
In not a few cases the diagnosis is made with the 
paracentesis knife. ° 
Surgical cleanliness in opening the drum should 
be a matter of course. Delicacy, thoroughness 
and good illumination are required in this pre- 
paratory detail, as rough manipulation may 
burst a drum which is acutely inflamed and 
about to break. Aside from the danger of infecting 
the middle ear cavity by such an accident, the re- 
sulting opening is not all that is required for 
perfect drainage, and often needs repeated enlarge- 
ment. Spontaneous perforations are always min- 
ute, and even those which are produced lege artis 
can at times be kept open only with difficulty. The 
fact that perfect sterilization of the external audi- 
tory canal, like that of the skin in general, is almost 
impossible at one sitting does not justify neglect of 
antiseptic precautions. The council of perfection 
should apply here as it does in general surgery.} 
In young children and infants I cleanse the canal 
and open the drum under general anasthesia, pre- 
ferably ethyl chloride or chloroform. Mindful of 
the necessity of a clean, large incision, extending 
through the entire drum membrane and including 
the mucous membrane of the inner wall of the 
tympanic cavity, as well as the postero-superior 
canal wall itself, the danger of wounding the 
structures of the inner ear by careless or forcible 
manipulation, and the possibility of severe hemor- 
rhage from an abnormally situated carotid or 
jugular bulb, we should take every precaution 
within our reach to carry out this procedure under 
the most favorable conditions—and among these I 
reckon good illumination, general anesthesia and 
competent assistance. The mental condition of 
the operator is certainly a more enviable and ser- 
viceable one under these circumstances than when 
he is struggling with a frightened and suffering 
child, and trying to stab a drum, seen only at in- 
tervals, and then but indistinctly. As a means of 
illumination the electric head-light is by far the 


*The symptom triad of fever, pain, and bulging of the drum forms the 
e 


classical indication for paracentesis. In not a few cases, however, one 
or the other of these factors may be wanting or obscured. Fever may be 
erroneously ascribed to hypothetical or actual concomitant disease 
(malaria, typhoid, pneumonia). Somnolence due to high temperature 
may obscure restlessness or other manifestations of pain in children. 


tIn a series of cases in which bacteriologic examination was made ofa 
sterile swab rubbed about in the canal after antiseptic preparation— 
mechanical cleansing with tincture of green soap and hot water, followed 
by alcohol 95 per cent. and bichloride of mercury, 1-soo—the cultures 
were negative while pathological bacteria were found in numbers in the 
fluid withdrawn from the middle ear by paracentesis and exhaust into a 
sterile glass tube. 
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simplest and best, as the operator is almost com- 
pletely independent of the position of the light 
source. The speculum should not be so large as to 
prevent its being carried well into the depth of the 
canal. Metal specula are most easily sterilized 
and kept clean. Boucheron’s model is one of the 
best. For the incision of the drum membrane I 
prefer a Graefe cataract knife. This has a straight, 
narrow blade about one and a half inches long which 
takes an exceedingly sharp edge, and a fine point 
which will carry it, almost by its own weight, 
through even the most resistent drum. I have 
abandoned paracentesis needles, because they do 
not take a good edge, become blunted rapidly, and 
even when freshly ground rarely insure a clean, 
long cut.* This is not only due to their comparative 
dullness but to the fact that the blade is extremely. 
short, generally less than a quarter of an inch, so 
that even with great care the cutting part may be 
carried out of contact with the drum membrane. 

As the danger zone in which large bloodvessels 
may be injured is in relation with the lower part of 
the tympanic cavity I am accustomed, contrary to 
the advice of most text-books, to begin the incision 
as low as possible, and aim to penetrate only slightly 
beyond the drum. The incision is then carried 
upward in the posterior half of the membrane, the 
point of the knife being carried deeper and deeper, 
until it impinges lightly on the inner wall of the 
tympanic cavity. The handle is then depressed, 
the point carried along the attic, and, as the knife 
is withdrawn, the postero-superior wall of the ex- 
ternal canal is incised deeply for a very short dis- 
tance. 

With the establishment of a drainage opening 
into the middle ear our therapeutic indications are 
now the following: (1) removal of the purulent 
products and the promotion of their absorption; 
(2) prevention of reinfection of the affected cavity, 
either from without or from the naso-pharynx; 
(3) the freest possible drainage as long as the 
secretion continues. 

The first indication, is best met by frequent and 
copious irrigation of the ear. For this purpose a 
fountain syringe, holding not less than two pints 
of hot solution (lysol, 1-10 per cent; creolin, 1-10 
per cent.; or bichloride of mercury 1-10,000, at a 
temperature of 108° F.) should be employed. The 
solution should be made with boiled water, allowed 
to cool down to the required point, and the douche- 
bag, tubing and irrigating tip should be thoroughly 
disinfected by immersion in boiling water for five 


*Many text-books emphasize the importance of a free incision, and 
then neutralize this good advice by a specification of 2-3 millimetres 


for the cut, and the needle as the instrument with which to make it. 
€ term ‘‘paracentesis” should imply free incision with a knife, not 
Puncture with a needle. 


or ten minutes. The douche-bag should be hung 
with its lowest point about six inches above the ear, 
so that the fluid emerges in a gentle stream. The 
best tip is Lucae’s double-current glass bulb; or, 
failing this, a straight medicine dropper stout 
enough to preclude danger of breaking in the ear, 
and with a smooth, rounded tip. Removal of the 
secretion may further be accomplished by careful 
mopping of the canal, and of the paracentesis open- 
ing itself, with fine wisps of cotton wound upon a 
metal applicator, but this procedure should be 
carried out only by the surgeon himself, with good 
light and the aid of a speculum. Thorough in- 
spection of the drum may require repeated and 
patient use of the ear syringe, swab and probe; and 
only in this way can we assure ourselves of the 
patency of the paracentesis wound or of the neces- 
sity for its enlargement. The mechanical removal 
of the products of the middle ear inflammation may 
be greatly assisted by evacuating the tympanic 
cavity by suction, through the external meatus. 
This centrifugal, or negative politzerisation, if I may 
so term it, is absolutely without danger; as air is 
drawn out of the middle ear and the escape of in- 
flammatory products takes place away from the 
accessory structures, along the line of least atmo- 
spheric pressure—that is, through the opening in 
the drum. This method is most simply applied. 
with a glass ear-tip or Lucae bulb half filled with 
sterile cotton and attached to a rubber tube about 
two feet long. The negative pressure may be pro- 
duced by a small piston syringe, or by suction. I 
have used this procedure for the past four or five 
years in all cases of otitis media in which paracente- 
sis was necessary, introducing the exhaust-bulb 
immediately after cutting the drum, and pumping 
out the middle ear until active suction ceases to 
bring any fluid. In this way I have not infre- 
quently removed several drachms of blood serum. 
Of course no such amount of fluid was free in the 
tympanic cavity, a large part having been drawn 
from the bleeding vessels and capillaries of the 
drum, and from the engorged mucous membrane 
of the tympanum. This vigorous depletion by 
negative pressure, a veritable cupping, I consider 
one of the important functions of the method. It 
is one of the simplest means, later on, of keeping 
open the incision in the drum, and of preventing 
stagnation of the secretion in the middle ear. This 
is aided by two factors: first, the mechanical 
separation, by air pressure from within, of the edges 
of the drum, which tend to become agglutinated; 
and second, by again inducing a collateral secretion 
or ‘‘weeping”’ of serum, with its well-known bacteri- 
cidal quality, in response to the greatly diminished 
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air pressure. This meets two important indica- 
tions, a diminution in the virulence, and a reduction 
in the quantity, of the septic matter; besides which 
the contents of the tympanum are so thinned that 
it is possible for them to drain freely or to be syringed 
out. The cupping action extends, I am convinced, 
to a distance from the tympanic cavity, depleting 
the engorged capillaries, counteracting venous 
stasis, and reducing the tendency of the muco- 
periosteum lining the antrum and mastoid cells 
(which in these cases is always congested) to a 
progressive pus production. 

The second indication, that of prevention of 
reinfection, aims at the naso-pharynx and the ex- 
ternal ear. The former is to be kept clean as far as 
' possible by the spraying treatment detailed above, 

and, in case of marked pharyngeal involvement, by 
the application on a swab of resorcin and alcohol 
50 per cent. as recommended by Seibert in the 
routine treatment of scarlatinal angina. Rein- 
fection from the external canal, and what is perhaps 
equally important if we wish to avoid a complica- 
tion which may obscure the symptoms, an infection 
of the external canal with the formation of furuncles. 
can be most surely prevented by the antiseptic 
irrigations detailed above. 
The third indication, that of the freest possible 
. drainage, is met by a liberal incision into the drum, 
frequent irrigation, rest in bed, with the patient 
lying on the affected side except when local treat- 
ment is being carried out, and the avoidance, last 
but not least, of all measures which tend to increase 
the consistency of the secretion or to interfere with 
its free exit from the middle ear. In this connec- 
tion I desire to warn you most emphatically against 
the insufflation of powders into the canal. Those 
generally used, such as boracic acid or iodoform are 
of minimal antiseptic power and do much more 
harm mechanically than they can help chemically. 
Powders combine with the purulent secretion to 
form sticky or cheesy masses which are removed 
with the greatest difficulty, and offer a veritable 
hot-bed for bacteria. The same objection applies 
to the use of peroxide of hydrogen, which unites 
with the pus to form objectionable deposits and to 
block up the opening in the drum. Finally, I wish 
to warn against the so-called “dry treatment,’’ 
in which irrigations are dispensed with altogether. 
A strip of dry gauze is carried through the external 
canal and placed in contact with the drum, forming 
a tampon in the external meatus, and the ear cov- 
ered with a large, dry dressing. This treatment is 
carried out by the surgeon daily. As for the in- 
tended drying of the canal and tympanic cavity, 
aside from the difficulty of carrying the gauze strip 


into the paracentesis opening, or up to it, as is 
recommended, the condition in acute otitis will 
render this hope illusory. Soon after perforation, 
whether spontaneous or operative, the secretion 
generally becomes so profuse that a cotton pledget 
in the meatus is saturated within a half hour or less, 
At this time a permanent tampon can only act as a 
pus poultice. As the secretion diminishes the 
gauze tampon will drain the fluid constituents of 
the aural discharge toward the external ear while 
the corpuscular elements—pus and bacteria—are 
collected and held as in a filter, a fetid, decompos- 
ing mass at its inner end. In the more external 
part of the tampon the secretion dries rapidly while 
the constant flow from the drum opening keeps its 
inner end bathed in pus. This thickened matter is 
incomparably more dangerous than the muco-pus 
generally seen in freely irrigated cases, which is 
odorless and, as is well known, not a good culture 
medium. The idea that this is a surgical method 
is equally false. Deep wounds or cavities are 
drained with tubes. The middle ear represents a 
pus cavity. As Bezold has said, the external 
auditory canal is itself an ideal drainage tube, and 
no surgeon stuffs his drainage tubes with gauze. 
The ‘‘dry treatment,” far from establishing drain- 
age, absolutely prevents it. 

When in spite of our most energetic efforts, 
marked increase or sudden diminution of purulent 
secretion-—with fever and local reaction, such as 
bulging of the postero-superior canal wall, swelling 
of the soft tissues of the mastoid, persistent pain or 
tenderness over the antrum or tip, announce that a 
progressive involvement of the temporal bone is 
taking place, we must not fail to realize that the 
acute otitis is now no longer a disease per se, but a 
symptom of a much more dangerous affection, re- 
quiring immediate surgical interference. 

The mastoid operation bears the same relation, 
on the one hand to intracranial complications of 
middle ear disease and on the other to mastoid 
inflammation, that paracentesis does to otitis 
media. In both, the surgical procedure is valuable 
in direct proportion to the thoroughness and 
promptness with which it is carried out; in both, 
the early operation is prophylactic as well as cura- 
tive and in both, delay and “conservative” treat- 
ment increase the complexity of the condition, the 
danger of complications, and the seriousness and 
extent of surgical interference, while they diminish 
its effectiveness as a preventive measure. We are 
no more justified in waiting for spontaneous per- 
foration of a drum membrane than we are in await- 
ing the spontaneous perforation of the mastoid 
cortex. -Both events have been followed by re- 
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covery, and it is possible for otitis media to get well 
even without perforation. Yet, in a given case, 
mastoid disease, or even meningitis or other in- 
tracranial complication, or otitic sepsis with fatal 
course, may be the outcome of expectant treat- 
ment; and death may come on rapidly, and is much 
more frequent in these cases than after operative 
or even spontaneous perforation. 

Repeated paracentesis is rarely advisable. When 
symptoms of progressive pys-production or reten- 
tion come on in spite of a thorough opening of the 
drum, I agree with Dench, that it is better to open 
the mastoid at once and to secure free drainage 
posteriorly than to temporize by resorting to a 
second myringotomy. Reinfection at a compara- 
tively late date, after the opening in the drum has 
almost entirely healed, is of course possible, but 
extremely unusual. 

Of late a tendency has become manifest to make 
it appear that not only the mastoid operation but 
paracentesis as well, is performed too early and 
too often. The treatment of acute otitis media, 
as recently outlined by an advocate of the conserva- 
tive method, consists in daily cleansing of the canal, 
politzerization or Eustachian catheterization, with 
repeated paracentesis if required, tamponade of the 
canal, and an occlusive dressing over the ear. That 
cases may get well under this treatment cannot be 
denied. Some will get well without any treatment 
at all. That a comparatively high percentage 
(20 to 25 per cent.) go on to mastoiditis and re- 
quire operation after weeks or months, is shown by 
the statistics of the author mentioned. Prevention 
of the spread of pus to the mastoid antrum and cells, 
and of bacterial infection of those structures, must, 
in the light of our present knowledge, be at best 
somewhat fortuitous, as there is no procedure which 
will guarantee the limitation of the purulent pro- 
cess to the tympanic cavity. As the procedures 
suggested by the adherents of the conservative 
treatment do, however, favor such spreading of 
septic material, a decided contra-indication is 
presented to their use. Eustachian catheterization 
presents two sources of danger. It may reinfect 
the ear from the pharynx, which in cases of otitis 
media is full of germs, and cannot be sterilized. 
The occurrence of acute otitis in healthy individuals 
immediately after removal of adenoids, or intra- 
nasal operations, may be cited in point. It may 
force septic matter into the farthest recesses of the 
attic, antrum or mastoid process, while absolutely 
failing to expel a single drop of pus from the para- 
centesis opening on account of the extreme swelling 
of the tympanic mucous membrane.. Politzeriza- 
tion, while free from the danger of directly infecting 


the pharyngeal orifice of the Eustachian tube, is 
doubly ominous, as it exposes both ears to the 
forcible injection of septic material from the nasal 
cavities and pharynx.* The idea of cleansing the 
middle ear by these procedures must appear en- 
tirely illusory to anyone who has examined a series 
of freshly dissected temporal bones and noted the 
irregular, crowded condition of this minute space, 
even where there has been no otitic process what- 
ever. To trust that the inflammatory swelling 
will be so great as to shut off the aditus and thus 
mechanically protect the mastoid structures from 
infection, is to put one’s faith in miracles. Such an 
event, far from safeguarding the patient will, parti- 
cularly in children, encourage the spread of sup- 
puration and the transportation of the carriers of 
infection on freer paths to the farthest regions of 
the temporal bone or to the meninges and sinuses. 

To sum up, the essentials of treatment in acute 
otitis media in children are: 

Rest in bed and good nursing; mild catharsis and 
nasal sprays; free paracentesis under surgical 
cleanliness, good light, and general anesthesia, as 
soon as the diagnosis of an active inflammatory 
process in the tympanic cavity is reasonably sure. 

Frequent and copious irrigation with hot anti- 
septic solutions. Mechanical cleansing of the canal 
and inspection of the fundus of both ears, daily, 
until the temperature remains normal, and at in- 
tervals of two or three days thereafter, until all 
discharge has ceased. 

Evacuation of the middle ear by, aspiration im- 
mediately after paracentesis, and in case of reten- 
tion due to thickened secretion or a tendency to 
closure of the paracentesis wound. 

Abortive measures, particularly leeching and the 
use of the ice-coil, are to be recommended only at 
the very beginning of mastoid involvement, and 
then for not more than a day or two. 

Drugs for the relief of pain should be used only 
in case of unusual urgency, and then only with 
great care. Repeated administration of narcotics 
cannot be too strongly condemned. 

In case of progressive involvement of the mastoid 
prompt surgical intervention is indicated. 

To conclude with one or two negative sugges- 
tions: Don’t wait for spontaneous perforation. 


*Bezold’s assumption that the Eustachian tube is passable only with 
difficulty by infectious micro-organisms has not been borne out by 
ractical experience. In children the lumen of the tube may be quite 
rge, as shown by the drainage of pus from the middle ear into the 
harynx, and still more unequivocally proven, as I have observed, by a 
resh attack of otitis media caused by reinfection of a cured tympanic 
cavity from an acute coryza, tonsillitis, or ‘‘grippe’’ throat. This struc- 
t peculiarity, easy permeability or possibly even patency and 
pe aap horizontal course of the tube in infants and nurslings, 
offer to my mind a simpler and more rational explanation than any 
tympanic anomalies or toxine action for the predisposition to infection 
of the middle ear from the buccal cavity, pharynx and nose in the gastro- 
intestinal diseases of infancy attended by vomiting or regurgitation, and 
the production of a ‘‘concomitant”’ otitis in measles, typhoid, and pneu- 
monia, 
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Don’t blow powders into a running ear. Don’t 
pack the canal with gauze. Don’t set a time-limit 
for surgical intervention, but treat each case on its 
merits. Don’t catheterize or politzerize in acute 
otitis media. Don’t imagine that this affection is 
“self-limited,” and don’t forget that its possibilities 
for mischief are endless. Above all, don’t tem- 
porize and dignify your inactivity with the name of 
conservatism. 


THE TYPHOID ULCER—ITS SURGICAL 
ASPECT. 


By Tuomas B. Nos ez, A. M., M.D., 
INDIANAPOLIS, IND. 


From the reports of the Indiana State Board of 
Health we learn that there were 1,329 deaths in this 
state from typhoid fever in 1900; in 1901 there 
were 1,198; in 1902, 1,217; in 1903, 1,013. The 
mortality of this disease ranges from 7 to 20 
per cent. For the sake of argument, let us admit 
a death rate of 1o percent. This gives the number 
of cases of typhoid fever occurring in this state, 
then, as 13,290 for 1900, 11,980 for 1901, 12,170 for 
1902, 10,130 for 1903, and a total number of cases 
for the last four years of 47,570. 

It has been pretty clearly shown, and is now 
generally admitted that about 3 per cent. of all 
cases of typhoid will have perforation of the bowel, 
which means that approximately 356 cases of in- 
testinal perforation, as a complication of typhoid 
fever, occur in this state every year. These cases 
all die; and of our cases of typhoid, 356 will die 
this year and each succeeding year unless an added 
impetus be given the profession to the end that 
greater care be exercised in each case, and a prompt 
and proper line of therapeutics be pursued. Phy- 
sicians and surgeons of our neighboring states are 
recognizing these cases, and are reporting their 
cures—why not we? 

Let us consider the subject for a while, in order 
that we may the better be able to anticipate the 
dreaded complication or recugnize it in time to save 
the unfortunate patient after it has occurred. There 
is nothing in the whole field of medicine or surgery 
which demands more from the attendant than per- 
foration of the bowel in typhoid fever. It is cer- 
tainly the psychological moment during the pro- 
gress of this disease. When treated expectantly, 
practically all cases die. The severity of the attack 
bears no relationship to the certainty with which 
perforation may occur. It happens in cases of the 


mildest form, as well as in those of the severer type, 
It occurs with greatest frequency in males between 
twenty and forty years of age. Men suffer with the 
complication more frequently than women in the 
tatio of three to one. The seat of the perforation 
may be in the jejunum, ileum, appendix or colon. 
In the vast majority of cases it is found in the first 
twenty inches of the ileum upward from the ileoce- 
cal valve. Next in order of frequency comes the 
appendix and caput cali, the sigmoid and jejunum 
—the last named portion of the intestine being so 
infrequently perforated as to be given no considera- 
tion by some authors on the subject. The reason 
for the frequency with which the last few inches of 
the ileum are perforated has not been fully ex- 
plained, though it seems to me to be a logical 


sequence, as here we have intraintestinal tension © 


increased by the action of the ileocecal valve, the 
intestinal wall is here thinner, and the gut has in 
this locality a lesser blood supply. The size of the 
perforation varies from an almost imperceptible 
point to a rent covering half the circumference of 
the intestine. It may happen at almost any time 
during the symptomatic period. The symptoms 
of perforation may be the first to call attention to 
the underlying disease (as in a recent case of my 
own), or they may not show themselves until con- 
valescence is well established. The case referred to 
was one in which perforation occurred in the first 
week, the symptoms being those of a perforative 
appendicitis. The appendix was promptly re- 
moved and the case recovered, though he passed 
through five succeeding weeks with all the severe 
symptoms of typhoid, including intestinal hemor- 
rhage, phlebitis, etc. 

Perforation will take place during the third or 
fourth week in almost all cases, as by this time 
necrosis of the bowel will have been complete, or 
regeneration will have been established. Fortu- 
nately, as a rule, but one perforation takes place. 
Multiple perforations have been encountered, 
though rarely. Out of about 250 operative cases 
so far reported the following can be said to be the 
rule: A single perforation will occur somewhere 
in the last twenty inches of the ileum during the 
third or fourth week in 3 per cent. of all cases of 
typhoid fever. Twenty-seven per cent. of these 
cases have been cured by prompt recognition and 
proper surgical intervention, patients that other- 
wise would certainly have died. What will be the 
symptoms to warrant so serious a procedure as an 
abdominal operation in the midst of a disease which 
has already brought the patient into conditions 
of profoundest gravity? The correct answer to this 
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question is attended with many difficulties. Sub- 
jective signs may be totally absent, owing to stupor 
or the semi-conscious condition of the patient. 
Tympany or concealed hemorrhage may be present 
to still further confuse the observer. There are 
always present abnormal conditions in the skin, 
facial appearance, tongue, temperature, pulse, etc., 
and out of this array of abnormalities we are called 
upon to gather such data as when put together will 
warrant the diagnosis of intestinal perforation. 
This can rarely be done with absolute certainty, 
but there are signs sufficiently suggestive to de- 
mand at least an exploratory incision. These signs 
are: 

1. Sudden regional or focal pain. 

2. Muscular rigidity. 

3. Nausea and vomiting. 

4. Noticeable disturbance of the pulse and tem- 
perature curves. 

The pain is especially significant if it comes on 
suddenly, is severe, and is referred to the right iliac 
region. Sudden focal pain of a lancinating char- 
acter, which in the course of a few hours gives way 
to a more diffuse soreness less in severity, is emi- 
nently diagnostic of perforation. In suspected 
cases, or in those in which this sign is not well- 
marked because of the possible comatose condition 


of the patient, it should be sought after with the 


tip of the finger. If ulceration has extended to the 
peritoneum, there will exist a focal peritonitis 
which may be recognized in this way. An opera- 
tion at this time, the so-called “preperforative 
stage,” is ideal. Muscular rigidity is very com- 
mon, and attends, and varies in degree with, pain 
and tenderness. It is particularly prominent early 
in the complication, but may give way to distention 
or be absent as the general sensibilities become 
obtunded. Nausea and vomiting will occur in 
perhaps half the cases. It is a very valuable ad- 
junct in symptomatology, especially if it has not 
existed before, and is closely associated with pain 
and rigidity. As a rule, the temperature and pulse 
in typhoid fever cases present a pretty regular 
irregularity. So uniformly does this pccur that 
everyone knows the typhoid curves which present 
the expected morning remissions and evening ex- 
acerbations. But let some complicating or extrane- 
ous influence come in, and we see these lines broken 
up. 

Mental disturbance, indiscretions in diet, hemor- 
thage, and any of the complications resulting from 
mixed infection or metastasis, will cause fluctua- 
tions in the temperature and pulse curves; so that, 
taken alone, these deviations do not necessarily 


mean much, but when occurring in conjunction 
with the foregoing symptoms they become de- 
cidedly confirmatory of a perforation. The tem- 
perature may fall at the time of perforation to 
normal, or even subnormal, but will rise again in a 
few hours, and may go to 105° or 106° F. The 
pulse may drop as low as 60, to again run up as high 
as 120, 140, 160, or more. But it must be remem- 
bered that the pulse and temperature follow no 
fixed rule in figures. The toxins from the typhoid 
bacillus, the streptococcus, the staphylococcus, and 
the colon bacillus vary in quantity and virulence, 
and as absorption from the peritoneum varies, so 
we find a corresponding variation in the pulse and 
temperature in different cases. Perforation may 
occur suddenly in the midst of an infection so 
virulent that when it is thrown into the circulation 
no reaction takes place, and death in collapse is the 
result. Or the perforation may be so small and 
insidious and the infection so attenuated as to pro- 
duce but slight, if any, changes in the pulse and 
temperature. 

While it must be admitted that there is no symp- 
tom or set of symptoms pathognomonic of perfora- 
tion, yet if the physician be careful in his examina- 
tions, and be constantly on the alert for such a 
complication, and ever-mindful of the significance 
of the symptoms already enumerated, it will rarely 
happen that a perforation will escape his notice 
before it is too late for proper treatment. When 
perforation occurs, our “days of grace”’ for counsel 
and reflection are at an end. Immediate action is 
the only salvation. Using the words of Keen: “If 
the operation is not done within about twenty-four 
hours after the perforation, there is practically no 
hope.”’ He prefers to operate during the second 
twelve hours, as he claims patients will have then 
recovered from the primary shock. Murphy has 
recently reported four cases successfully treated by 
incision and drainage, all subsequent to the first 
twenty-four hours, but they should be looked upon 
as fortunate possibilities of operative work rather 
than indices for future guidance. : 

When it is known that the peritoneum is capable 
of absorbing 3 to 8 per cent. of the bodily weight of 
fluids in one hour, and that from a hole in the in- 
testine there is being poured into this cavity a 
virulent poison, who can say just how many hours 
or days may lapse before a lethal dose is absorbed? 
From what we know of the physiology of the peri- 
toneum, and its pathology secondary to intestinal 
perforation, immediate operation becomes impera- 
tive. If shock be present, it should be treated, but 
let preparations for operation meanwhile proceed. 
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Clinical Reports. 


HERNIA THROUGH THE MESENTERY IN 
A LADY AGED SEVENTY-THREE. ~ 


By Nei Macpuatter, M.D., C.M., F.R.C.S. 


Adjunct Professor of Surgery, New York Post-Graduate 
Medical School and Hospital. 


Intestinal obstruction may frequently be pro- 
duced from old inflammatory adhesions due to 
peritonitis and occasionally to some fetal remnant 
such as the omphalo-mesenteric duct; but the 
pathological conditions that may give rise to an 
internal hernia are exceedingly rare in the litera- 
ture. Aside from its rarity the case here reported 
is interesting from the fact that the conditions 
found at the time of the operation were more 
serious than the symptoms would lead one to 
suspect. The patient was an old lady, aged 
seventy-three years, who had journied into the 
city to visit her daughter. The day following her 
arrival she complained that she was not feeling 
well. For three days she remained confined to 
her bed. Her bowels had not moved for four 
days in spite of domestic remedies. The last day 
before seeing her she had occasional attacks of 
vomiting. The symptoms began to become pro- 
nounced on the evening of the fourth day of her 
ailment, when I was asked to see her. 

At that time the old lady was vomiting frequently, 
there was severe pain in her abdomen and her tem- 
perature and pulse were considerably above the 
normal. The abdomen was distended and tympa- 
nitic. She had an anxious, drawn expression so 
characteristic of internal visceral disturbance. 
The diagnosis of intestinal obstruction was made 
and a cathartic was therefore not administered. 
High enemeta were ordered and the patient was 
also given extract of belladonna gr. } every two 
hours. Little was expected from this line of treat- 
ment, however. There was no material change 
during the night and an operation, for which 
preparations had meanwhile been made, was 
undertaken early the next morning. Drs. Kings- 
bery and H. W. Carter assisted, the latter ad- 
ministering the anesthetic. 

After making the abdominal incision below the 
umbilicus there was encountered an inflammatory 
mass. The intestines in the neighborhood were 
intensely inflamed and there was a quantity of floc- 
culent exudate adherent to intestines and peri- 
toneum. Adhesions were separated and it was 
then discovered that a loop of intestine had pene- 
. trated its way through a rent in the mesentery and 
then become twisted upon itself. The hole in the 
mesentery was not a large one and it was necessary 


to enlarge it with a pair of scissors before the loop 
could be liberated. The intestine for about two 
feet above and below the incarcerated loop was 
much inflamed but there was no gangrene. The 
edges of the rent in the mesentery were pared and 
sewed together with chromic gut. The abdominal 
wound was closed in the usual manner. A ca- 
thartic was not administered for I judged from 
the inflamed appearance of the intestine that one 
of the risks ahead would be from the effects of 
diarrhea. This proved to be so, for scarcely was 
the patient returned to her bed before the bowels 
moved spontaneously. They continued to do so 
at short intervals for two days notwithstanding 
efforts on my part tocontrolthem. There were no 
other untoward interruptions, however, and the 
patient made a good recovery. 


AN INTERESTING CASE OF GUN-SHOT 
WOUNDS OF THE INTESTINES; 
OPERATION; RECOVERY. 

By H. Louis Cossy, 

LINCOLN, ILL. 


A young man 30 years of age was accidentally 
shot on March 8th with an automatic magazine 
revolver No. 38 calibre. 

The bullet entered the left side about two inches 
above the crest of the ilium, passing obliquely 
downward, with its point of exit just above Poup- 
art’s ligament on the right side, re-entered the an- 
terior portion of the right thigh about 14 inches 
below Poupart’s ligament, passing downward, just 
missing the femur, and finally lodging beneath the 
skin just above the popliteal space of the right leg. 

The accident occurred at 12 o’clock noon, and 
was attended by Dr. Kirby, the local physician. I 
was called by telephone and reached the patient at 
2:30, and after a preliminary examination was con- 
vinced that the man was mortally wounded. The 
patient was placed in an ambulance, and conveyed 
to Lincoln, Ill., 15 miles away, over rough country 
roads, reaching the Deaconess Hospital at 7 P.M., 
after a 34 hours drive, and in a most serious con- 
dition from shock and collapse. 

The patient was stimulated by strychnine and 
normal salt solution and at 10:30, eleven hours after 
the accident, I operated. I made a median incision 
five inches long, and found the whole abdominal 
cavity filled with clotted blood, which was removed, 
afterward washing out thoroughly the abdominal 
cavity with normal salt solution. Several severed 
mesenteric vessels were picked up and ligated with 
silk. A thorough examination of the intestines 
found then to have been pierced in ten places, re- 
quiring a resection in two places with end-to-end 
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suturing, and closing up of the eight remaining 
holes by the Czerny-Lembert method with fine 
silk. The abdominal cavity was again washed out, 
leaving about three pints of the fluid within the 
cavity. The peritoneum was closed with catgut, 
the muscles, fascia and skin with silkworm-gut, 
leaving a large glass drainage tube in the lower end 
of the abdominal wound extending into the pelvic 
cavity. 

It is now 14 days since the accident and the pa- 
tient is making an uninterrupted recovery. 

In this operation I was ably assisted by Doctors 
Montgomery and Rembe of Lincoln, Ill. 


PEDUNCULATED FIBROIDS; ACUTE UNI- 
LATERAL PYOSALPINX; PERFORA- 
TED, GANGRENOUS APPENDIX; 
ACUTE, SHARPLY LOCALIZED 
PERITONITIS; RECOVERY. 


By SaMvuEL M. Brickner, A.M., M.D., 


Adjunct Attending Gynecologist, Mt. Sinai Hospital, 
New Y York City. 


On July 12, 1904, I we was asked by Drs. I. Strauss 
and N. B. Waller to see with them Miss N. O., an 
actress, whose history was that two days pre- 
viously while in perfect health, she had fallen while 
walking up-stairs, striking a step on her abdomen. 
Since the fall, she has been confined to bed with 
pain in the abdomen, localized most sharply about 
the umbilicus, and with constant nausea and 
vomiting. Her menstrual history was that of 
regularity. 

Examination disclosed a uniformly distended 
abdomen, not tympanitic, containing a large, hard, 
sensitive tumor reaching about eight cm. above the 
umbilicus. The right fornix; on vaginal examina- 
tion, gave rise to pain and a band, like the pedicle 
of an ovarian cyst, could be felt. The diagnosis 
of an ovarian cyst with a twisted pedicle was made, 
confirming that previously. made by the patient’s 
physicians. The patient was at once removed to 
the Mt. Sinai Hospital and operated upon. 

When the abdomen was opened in the Trendelen- 
burg position, pus appeared in the wound and the 
patient was instantly brought into the horizontal 
position again. Inspection then discloséd the 
presence of an enormous pedunculated fibroid of the 
uterus with its pedicle twisted, resting upon another 
smaller pedunculated fibroid. These two growths 
completely shut off the pelvic from the upper 
abdominal cavity, the upper one reaching to the 
diaphragm and extending from one side of the 
abdomen to the other, the intestines lying behind 
the neoplasm. The two growths were removed 
and further examination revealed an acute pyosal- 


“up to this time, had not even been conjectured. 


_ wall, gangrenous and perforated in its upper third. 


pinx of the right Fallopian tube. This was re- 
moved in the usual manner. 
The salpingectomy showed the origin of the pus 


originally seen on opening the abdomen, which, 


The entire right side of the pelvis was the seat of 
foul-smelling pus which communicated directly 
with an appendix plastered against the right pelvic 


Appendicectomy was easily and quickly performed, 
a few small subserous fibroid nodules were removed 
by excision and the abdomen was closed except for 
a large wick drain which was carried down into 
the right side of the pelvis. 


Ascending Colon 


- 


-- Smale 


i Attachement of Pedicle of 
Fibroid to losterior Uterine Wa 


2 


“Anterior Uterine Wa 


Pus 


There was no general peritonitis and care was 
taken by thorough packing during the operation 
to prevent peritoneal soiling. After a few stormy 
days, the patient made an uneventful recovery. 

The larger (upper) fibroid weighed 1,600 grammes 
and measured 20x 17x 10cm. The smaller (lower) 
fibroid weighed 320 grammes and measured 
II X 7.5 X 5 cm. 

Epicritically, there is little to add. The incorrect 
pre-operative diagnosis might have been avoided by 
a longer and more thorough examination, although 
the history was typical of a cyst with a twisted 
pedicle; and, curiously enough, the pedicle of the 
upper fibroid was twisted although it had not 
strangulated the growth. The more interesting 
feature of the case was that the passive presence 
of the fibroid growths completely occluded the 
pelvis so that no pus could find its way into the 
general abdominal cavity. The absence of a 
general peritonitis is sufficient proof of this, for the 
pus contained streptococci and colon bacilli. The 


patient’s life was saved by her fibroid growths. 
136 West 85TH Sr. 
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CONCERNING THE ETIOLOGY OF CANCER. 


Two distinct tendencies are manifest as a result 
of the recent voluminous research concerning car- 
cinoma: First, there is what may be termed the 
radical tendency, promulgated in the doctrine 
to operate and operate radically even in the face of 
extensive disease; and second, there is the in- 
vestigative tendency, busying itself with discover- 
ing the cause of cancer. 

The names Plimmer, Bradford, Foa, Leyden, 
Feinberg, Schueller and Gaylord, stand in literature, 
almost as by-words of support, for the parasitic 
origin of carcinoma. Yet even so talented a 
galaxy of strength, has not been able to withstand 
the critical onslaughts of pathologists like Hanse- 
mann and Ribbert. Every supposedly new car- 
cinoma parasite has been shown either to be an 
artifact, or else not to fulfil the three laws of Koch. 
The defenders of the parasitic school have never 
been able to explain away the fact that an ordinary 
parasite, be it a bacillus or a protozoon, always 
causes a specific type of inflammation, whereas 
the supposed carcinoma parasite sets up a pro- 
cess whose morphology is practically always modi- 
fied by the anatomy of the organ involved. Hanse- 
mann calls it “anaplasie.’”’ The parasitologists 
know not what to call it, or whence it comes. 

In most recent times two stirring contributions 
have been made to the parasitic theory of carcin- 
oma.- Doyen of Paris has discovered the so-called 
micrococcus neoformens du cancer non infecté and 
Gaylord has succeeded in developing from car- 
cinomatous rats a serum that will render other 


rats immune. In all probability neither of these 
discoveries will stand the test of time. Doyen’s 
work has not been regarded at all seriously in 
Germany or in this country, despite the fact that 


* the Gazette Medicale de Paris (Dec. 24, 1904) after 


stating that Dr. Doyen “a été vivement félicité 
par ses amis,” congratulates France on possessing 
so remarkable a bacteriologist. Gaylord’s work 


_is published merely as a preliminary report, and 


should be subjected therefore to a rather limited 
critique. It must be borne in mind, however, that 
his conclusions are based absolutely on the fact 
that in white mice carcinomata sometimes retro- 
grade spontaneously. To conclude that the spon- 
taneous disappearance is due to a protozoon 
immunity does not seem justifiable. It is a well 
recognized fact that carcinomata in humans may 
also undergo a spontaneous cure. Numerous cases 
are reported (vide Bielefeld Therapeutische Monat- 
schrift, Nov. 11, 1903) of carcinomata disappearing 
in patients who acquired syphilis, tuberculosis, or 
the acute infectious diseases, or after the meno- 
pause or castration. Surely such a phenomenon 
complicates any attempt to base the healing pro- 
cess on an acquired immunity referable solely to 
the tumor itself. The immunity of children to 
carcinomata has been referred to the thymus 
secretion. All these facts are up before Dr. Gay- 
lord for review. 

More recently Robertson and Wade, Edinburgh 
pathologists, put forth claims for a protozoon 
analogous to the plasmodiephora brassice. This 
organism causes tumors in certain crucifere, such 
as the turnip, the condition being known as “finger 
and toe disease”. They claim to have grown the 
organism on agar media. Their evidence, however, 
is very unconvincing and has already met with 
incontrovertible critique. 

Thus, while the war wages, the pendulum swings; 
until it has finally reached one of its circumferential 
starting points. Beard, the Edinburgh embryo- 
logist, after much scientific speculation (based on 
painfully faulty embryology, the Lancet tells us) 
practically restates the Cohnheim theory of foetal 
inclusion. His classification into embryomata, 
amphimyxomata, and trophoblastomata has called 
down upon his head the editorial wrath of the 
Lancet; and to this wrath he responded with an air 
of reserved sarcastic, yet withal stubborn, assertion. 

After all, since Plimmer’s bodies, gemmipara 
Leydenia, Schueller’s cork cells, and the various 
amoebe, sporidia and coccidie have failed us, it 
would seem that the Harvard Cancer Commission's 
advice to pin our faith to the scalpel is not so bad 
after all—from a practical view-point. M. G. S. 
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Surgical Suggestions. 


Persistent pain in an arm may be due to the pres- 
ence of a “cervical rib.” 


Pyuria without symptoms is suspicious of an 
early tuberculosis of the urinary tract. 


Grocers’ paper bags are well-adapted receptacles 
for soiled dressings. 


Catgut strands do not make a good drain for 
wounds; they tend to swell and occlude. 


Silkworm-gut is easily dyed, and incidentally im- 
pregnated with an antiseptic, by immersing it for 
24 hours in 1% solution of methy] violet, before the 
boiling. 


Stains of aniline dyes may be removed from the 
fingers with strong hydrochloric acid, stains of 
iodine with aqua ammonia, and stains by silver 
nitrate with potassium iodide solution. 


Vomiting may frequently be controlled by one- 
drop doses of tincture of iodine in water at half- 
hourly intervals. 


Patients will appreciate the use of black bandages 
for the scalp—where they are comparatively in- 
conspicuous, and for the hands—where they do not 
soil. 


Severe pain in the orbit or even in the eye itself 
should make one think of frontal sinus infection, 
especially if there is, or recently has been, a nasal 
discharge. Marked localized tenderness will soon 
confirm the suspicion, if the disease exist. 


Frontal sinus suppuration rarely requires a dis- 
figuring operation for its relief. It can usually be 
satisfactorily drained through a small opening in 
the line of the eyebrow, internal to the supra- 
orbital nerve, the (fenestrated) drainage tube being 
carried into the nose. 


Eczema of the umbilicus is sometimes merely the 
expression of an infected dermoid cyst at that site. 


A skin-lined sinus opening between the coccyx 
and the anus, when not very short, usually leads to 
a dermoid cyst situated close to the coccyx. Fre- 
quently loose hairs from the dermoid may be found 
in the sinus. 


Localized, indurated or softening skin infections 


(‘‘boils’’) often disappear completely or open pain- 


lessly under an application of emplastrum plumbi 
in which is incorporated 10% of salicylic acid, or of 
10%-20% salicylated soap plaster. After the boil 
opens the tiny dressing should be changed every 
two or three hours. 


Local anesthetics cannot be injected painlessly 
into tense, inflamed areas unless the injection is 
begun at a point in the skin well beyond the seat of 
inflammation. 


Indolent sinuses, as of the fingers after deep in- 
fections, frequently heal by the daily use of pro- 
longed immersions in hot water. 


The change of dressings of burns may be made 
painless, and the growth of epithelium encouraged, 
by employing next to the wound sterile strips of 
gutta-percha in the same manner as for skin- 
grafts. Subiodide of bismuth lightly dusted on the 
granulating surface stimulates epitheleal growth. 


Whenever the arrangement of a patient upon the 
operating table requires an extremity to occupy 
a constrained position, that position should be 
shifted from time to time to avoid pressure paraly- 
sis. The anesthetist should never draw the arms 
alongside the head, nor permit the strap of a leg- 
holder to press, for more than a few minutes at a 
time, upon the brachial plexus in the neck. 


When it is necessary for the anesthetist to hold 
the patient’s jaw forward, he will obviate much 
subsequent soreness by exerting the pressure upon 
only one side at a time. 


When cleansing the vagina and vulva in prepara- 
tion for an operation, a soft cotton mop should be 
used for the vestibule; a stiff brush is too apt to 
bruise or lacerate the urethra and cause dysuria 
for some days thereafter. : 


Intravenous saline infusions in too large volume 
are harmful by the production of congestion of the 
internal viscera. One to one and a half pints are 
enough for an adult of average weight. 


When clamping a vein in continuity secure the 
proximal end first; otherwise it will empty and 
may become lost to view. 


When operating for cholelithiasis, don’t fail to 
examine the hepatic duct. © 
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The Surgery of the Heart and Lungs. A History and 
Resumé of Surgical Conditions Found Therein, and 
Experimental and Clinical Research in Man and Lower 
Animals. By BENJAMIN MERRILL Ricketts, Ph.B., 
M.D.: 510 pages; 87 full-page plates. New York: 
THE GRAFTON PREss, 1904. 


The literature, experimental and clinical, of the surgery 
and surgical affections or the heart and lungs, is surpris- 
ingly large. Its collection and classification, which con- 
stitute the greater part of this volume, make the book a 
most notable contribution. In addition to this labor, 
however, the author has presented a record of numerous 
original experiments upon dogs. These were, many of 
them, confessedly careless in technic and some of them 
vey crude. How far the author’s deductions from them 
will be incorporated into recognized operative methods is 
therefore conjecturable only. The numerous full-page 
plates (photographs and photomicrographs) are hand- 
some reproductions but many of them are superfluous. 
The provides a large of self-coined words, 
polysyllabic, complicated and quite unnecessary. It ma 
safely be predicted that this avalanche of new terms will 
leave no mark on our already much burdened and ever- 
growing nomenclature. Even in hematology and im- 
munity which have probably contributed most of the 
recent terms in medical science, these were suggested by 
several writers—not by one, gradually—not wholesale, 
and because of a need—not as the outcome of a fancy. 
Surely we shall not require for example, pneumonocholosis 
to express ‘“‘pneumonia accompanied with icterus’”’ nor 
cardiopalmus for ‘‘ palpitation!” 

Dr. Rickett’s book will be turned to by all who have 
occasion to refer to the literature of heart and lung surgery, 
and for this laborious and painstaking compilation he is 
due praise and gratitude. 


Manual of veer By D. Berry Hart, M.D., 
F.R.C.P.E., F.R.S.E. and A. H. FREELAND BARBOUR, 
tion with 12 lithographs and 359 woodcuts; 715 pages. 
Price, $5.00. W. KEENER & Co., 1905. 


This sixth edition of the well known text-book is fully 
revised, especial attention having been devoted to advance 
in operative technic. The illustrations are very numerous 
and excellent; the plates, e.g. those illustrating the opera- 
tions of abdominal and vaginal hysterectomy, are partic- 
ularly good. The frequent headlines and marginal index 
aid in reference to special points. Each chapter is headed 
by a detailed reference to the literature. 

The anatomy of the pelvis and its organs is discussed 
in detail, sections through the body being employed to 
make the normal relations more plain. Considerable 
space is devoted to the usual routine methods of examina- 
tion, treatment, etc. At the end of the book is a chapter 
on the general technic of laparotomy. By this means 
frequent repetition of aseptic and other details is avoided. 
Throughout the volume the pathology of each disease is 
treated at sufficient length, particular attention being paid 
to the micro-organisms. Anti-streptococcus serum is 
advised by the authors in conditions of sepsis though they 
reserve judgment as to its efficacy. They still consider the 
position of chorion-epithelioma unsettled and prefer to 
classify the disease under the obsolete title of decidual 
sarcoma. Symptoms are everywhere clearly stated; 
differential fates 5 is emphasized, at times by parallel 
columns. The treatment recommended is in everyway 
conservative; and many useful formule and prescriptions 
will be found in the text. Especially to be commended 
is the clear description of typical operations. The reader 
is not bewildered by innumerable methods of trachelor- 
rhaphy and perineorrhaphy; usually only one or two types 
of operation, which have stood the test of time. are de- 
scribed in detail. American authors are given full credit 
in weg book, much more than is usual among foreign 
works. 


Chemical and Microscopical Diagnosis. By Francis 


CARTER Woop, M.D., Adjunct Professor of Clinical 
Pathology, College of Physicians and Surgeons, Co- 
lumbia Moiese, New York; Pathologist to St. 
Luke’s Hospital, New York. With 188 illustrations 
in the text and g colored plates; 745 pages. Price $5.00. 
New York and London: D. AppLeton & Company, 


1905. 


The facts of this volume give a clear exposition of our 


present knowledge of laboratory methods appertaining 
to the microscopical and chemical examination of the 
blood, and the,secretions and excretions of the body. It 
is designed to appeal to the medical student, hospital 
interne and practitioner. It will prove of equal value to 
the surgeon and to the internist. 

Nearly one third of the book is devoted to the blood. 
The methods of determining the number of cells, quantity 
of hemoglobin, morphological and other changes, chemical 
and spectroscopic hemoglobin tests, etc., are so clearly 
set forth that a beginner might venture to try these tests 
with excellent prospect of success merely by following 
the directions given. It is here that Dr. Wood’s experi- 
ence as a teacher has led him to forsee and provide for 
the technical and other pitfalls that await the novice. The 
microphotograms and colored plates are of such excellence 
as alone to give the book a distinct value in the laboratory. 
Cryoscopic and electric conductivity methods, which are 
daily becoming of greater surgical importance in deter- 
mining the functional activity of the kidney, are not 
neglected. Of .in surgical conditions, Dr. 
Wood says that smail exudates or beginning peritonitis 
usually show a large increase, the leucocytosis growing less 
as the process spreads. In low leucocytosis a percentage 
of 85-95 of polynuclear forms points to a severe sepsis. 
The technic of blood culture 1s described in detail and its 
clinical bearings dwelt upon.. The serum reactions are 
next discussed. 

Test-meais, the methods of removing and examining 
the stomach contents, motility tests, etc., with a division 
on diagnosis of carcinoma of the stomach, follow. The 
examination of the feces is carefully gone into and the 
succeeding chapter on parasites is unusually detailed and 
well illustrated. The saliva and nasal secretions are as 
yet of but slight value to the clinician, but sputum ex- 
amination, especially the bacteriology of the sputum, 
receives the attention it deserves. Much space is devoted 
to the clinical examination of the urine, both qualitative 
and quantitative methods being described in detail. The 
illustrations of casts, crystals, etc., are not the usual text- 
book diagrams; on the contrary, they are as true a repro- 
duction of nature as is possible, and should aid greatly in 
the identification of these structures. The functional 
efficiency of both kidneys and of each kidney separately 
is discussed. Transudates and exudates, examination of 
the milk, and an appendix that covers matters of general 
laboratory utility, conclude the volume. ' : 

Dr. Wood is to be congratulated upon having furnished 
a text-book of such excellence to the American medical 
public. It will no longer be necessary to turn to foreign 
authors, such as v. Jaksch or Sahli, as heretofore, in order 
to find an authoritative treatise on chemical and micro- 
scopical diagnosis. 


The Doctor’s Recreation Series. CHARLES WELLS MovL- 
ton, General Editor. Volume I. The Doctor’s Leisure 
Hour. Arranged by Porter Davies, M.D., Akron, 
Ohio: THE SAALFIELD PUBLISHING Co., 1904. 


Twill, indeed, divert the doctor’s leisure hours from 
care and serious thought, this well-printed volume of 350 
pages, full of entertaining anecdotes, jokes, witty poems 
and relevant selections. They might almost be pre- 
scribed in one-page doses daily to keep in good spirits the 
year ‘round those whose professional work brings in upon 
them so much of others’ sorrows to make them serious. 
The selections from literature (Ian Maclaren, S. Weir 
Mitchell, Samuel Lover, Moliére, etc.) are particularly 
well-chosen for our lighter moments. The many quips, 
if not all new, are at least all funny. 
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The Intestinal Catarrhs. Being a Clinical Study of 
Colitis, Appendscitis and Their Allies: with A 
New Section on Sprue. By Epwarp Brake, M. D. 
Second Edition, 356 pages. Price $2.00. Chicago: 
W.T. Keener & C0 (London: H.J. GLaisHER), 1905. 


Blake proposes the name of tubal catarrh for the disease 
known in France as muco-entero-colitis, but in this treatise 
employs the name colitis, for brevity’s sake, though de- 
ploring its inaccuracy. The beginning of the trouble he 
assigns to the sudden change of the human young from its 
“aquatic habits” in utero to the cold dry world. Amy- 
laceous dyspepsia of the infant lays the foundation of 
catarrhs which may reach their acme in later life. Colitis 
should be likened to a disease of the skin, (as a matter of 
fact, delicate skinned people are more susceptible), in’ 
which almost any harmful or irritating factor may set up 
the irritation, but the trouble is fixed and kept up by 
staphylococci in the skin; by the colon bacilli in the in- 
testine. The many sequele and predisposing factors such 
as floating kidney, dilated stomach, arteriosclerosis, gout 
and goitre are treated in detail; many cases are cited and 
the monographic literature is thoroughly discussed. Sprue 
is defined as a colitis occurring in a neurasthenic, a kind of 
adult tropical thrush. Colitis and tuberculosis are sup- 
posed to be antagonistic. Of appendicitis Blake says: 
‘The most common predisposing causes are the degenerate 
condition of a vestigial organ like the appendix, and its 
perilous relation to the peritoneal sac on one side and to 
that ‘cess-pool’ which we call the cecum, on the other; 
plus a constipated habit and its result.” Exciting causes 
are trauma, irritation, etc.; contributory, we must regard 
the pathogenic organisms and their toxines. ‘It cannot 
be too often repeated that peritonitis in childhood is ap- 
pendicitis.”’ ‘‘A surgeon should be called in; not too 
young a man, lest he operate at all costs; not too mature 
a practitioner, lest nothing induce him to use the knife!”’ 

The fauna and flora of the intestinal tract are des- 
cribed. Diet, drugs and topical treatment are each 
treated of inturn. The book is difficult to review as it is 
more a series of talks, delightfully and originally ex- 
pressed, it is true, rather than a consecutive treatise. The 
most recent views and many original ideas are advanced, 
considerable space being devoted to gouty diatheses and 
tropical forms of colitis. 


Malformations of the Genital Organs of Woman. By 
Cu. DEBIERRE, Professor of Anatomy in the Medical 
Faculty of Lille. Translated by T. Henry C. Simes, 
M.D. 85 illustrations; 182 pages. Philadelphia: P. 
BLakIsTONn’s Son & Co., 1905. 


Superstition governed the realm of teratology until the 
end of the eighteenth century. Monsters, until then, were 
regarded as objects of terror and were supposed to display 
the glory or anger of God. Only after general and com- 
parative anatomy and embryology began to be scientifi- 
cally studied was the theory of the arrest and perversion 
of development accepted. 

In this book there is a number of introductory chapters, 
which embrace the description of normal anatomical 
details of the female genitals. The chapter on their 
embryological development might well have been con- 
siderably enlarged. Especially hazy is the description 
of the origin of the Wolffian body and canal, a subject 
which at its best is difficult to present clearly. 

The many uterine anomalies resulting from non-union, 
atrophy or absence of one or both of Mueller’s ducts are 
given at greater length, and attention is also paid to their 
physiological and clinical significance. The numerous 
vaginal malformations are described and illustrated. 

The concluding chapters deal with anomalies of the 
vulva, pathogenesis of malformations and anomalies of the 
mammary gland. 

From a practical standpoint the book is of value, as it 
treats of all the conditions likely to be met with and quotes 
original sources which may be consulted. Theoretical 


considerations are hardly treated with the fulness they 
The translation is smooth, readable and clear. 
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The Sexual Life. A Scientific Treatise Designed for Ad- 
vanced Students and the Profession, Embracing the 
Natural Sexual se! fea , Normal Sexual Habits and 
Propagation, Toget with Sexual Physiology and 
Hygiene. By C. W. Matcnow, M.D. Second Edi- 
tion. 317 pages. Price, $3.00. Minneapolis, Minne- 
sota: THe Burton Co., rgos5. 


The gynecologist will appreciate that many of the points 
discussed in this volume are frequently brought to his at- 
tention; the general practitioner, who may less often have 
occasion to answer the queries of his patients in regard 
to sex and sex relation, will find a clear exposition of 
many facts which are ordinarilly but hazily grasped, even 
by the trained physician. Such subjects as the developing 
sexual instinct in the immature of both sexes, and the 
consequent perversions often due to ignorance, are clearly 
discussed. 

The marital relations, in particular the causes which so 
frequently lead to unhappiness and disaster, are not 
neglected, and prophylactic measures based on sound 
physiological and anatomical facts are adduced. The 
chapter on nervous women is of interest, as it is this class 
which most often seeks the physician’s aid, and over- 
whelms him with varied questions, which tax to the ut- 
most his ingenuity to answer satisfactorily. Were the 
knowledge contained in this book more fully recognized 
among the profession, and by them spread among the 
laiety, much of the misery due to ignorance or half knowl- 
edge might be avoided. The style is clear; but the short 
and choppy paragraphing, though possibly adding to the 
eek detracts somewhat from a pleasant perusal of 
the book. 


Books Received. 


The American Illustrated Medical Dictionary. By W. A. 
NEwMAN Dortanp, A.M.,M.D. Third edition, revised 
andenlarged. Price $4.50. Philadelphia: W. B. 
SAUNDERS & Co., 1904. 


Manual of Operative Surgery. By JoHN FatrRBAIRN 
Binniz, A.M., C.M. (Aberdeen . ith 559 illustra- 
tions, several of them colored. Philadelphia: P. 
BLakistTon’s Son & Co., 1905. 


The Surgery of the Diseases of the Appendix Vermiformis 
and their Complications. By W1LL1AM HENRY BATTLE, 
F.R.C.S. and Eprep M. Corner, M.B., B.C., F.R.C.S. 
Price $2.50 net. Chicago: W. T. KEENER & Co., 1905. 


The Other Side of the Lantern. A Book of Travel. By 
FREDERICK TREVES, Bart., K.C.V.O., C.B., 
LL.D. With 4o illustrations from photographs. 
Price $5.00 net. Chicago: W. T. KEENER & Co., 1905. 


The Ophthalmic Year Book. A Digest of the Literature 
of Ophthalmology with Index of Publications for the 
Year 1903. By Epwarp Jackson, A.M.,M.D. With 
45 illustrations. Denver: THe HerricK Book AND 
STATIONERY Co., 1904. 


Operative Surgery. By Josepu D. Bryant, M.D. In 
two volumes. Fourth edition. Printed from new 
gree revised and largely rewritten. New York: 

. APPLETON & Co., 1905. 


Appendicitis. Its history, anatomy, clinical etiology, 
pathology, symptomatology, diagnosis, prognosis, 
treatment, technic of operation, complications and 
sequels. By JoHn Deaver, M.D. _ Third edition, 
revised and enlarged. Philadelphia: P. BLAKIsTON’s 
Son & Co., 1905. 
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The Etiology of Hypertrophy of the Prostate. L. BoL- 
TON BANGS. edical Record, April 8, 1905. 
Bangs is a firm believer in the inflammatory origin of 
hypertrophy of the prostate gland and regards it as a 
disease beginning in early manhood; either as the result 
of sexual en or excessive masturbation. This results in 
congestion of the prostatic urethra with round-celled pro- 
liferation in the verumontanum, the inflamraatory process 
prone? extending toward the periphery of the gland. 
n confirmation of this view he found that 85% of his 
patients on careful inquiry gave him a history of abnormal 
or unphysiological sexual indulgences: in the other 15% 
the prostatic congestion was due to derangement of the 
portal circulation due to sedentary life or to excessive 
eating and drinking. Gonorrhea may be a factor in the 
etiology of hypertrophied prostate but it is not the most 
important one. The prophylactic rules which the author 
has derived from his observations are: 1. Sexual instruction 
in boyhood. 2. Chastity in youth. 3. Sexual self-restraint 
in early manhood and 4. Physiological sexual relations 
in the married state. 


Conservative Treatment of Protracted Cases of Acute 
Otitis Media Purulenta, with its Complications. 
ALFRED WIENER. Medical Record, April 8, 1905. 


Wiener thinks that operative methods have been re- 
sorted to altogether too frequently in the treatment of this 
condition nw he has been surprised at the excellent re- 
sults that may be obtained when conservative methods 
have been followed. His treatment consists in thorough 
drainage of the middle ear through an incision throughout 
the whole posterior half of the drum membrane followed 
by active politzerization to rid the middle ear of its secre- 
tions, and the application of wet dressings in the canal 
in the form of iodoform gauze dipped in 10% liquor 
Burow. If politzerization is not effective the Siegle 
speculum or the Delsanche instrument should be used. 

his treatment is continued daily until the acute symp- 
toms have subsided when the wet dressings are laid aside 
and simple cleansing measures are carried out. If within 
36 hours there is no decided improvement operation is in- 
dicated. This treatment is particularly to be recom- 
mended in children where the mastoid process is non- 
cellular and the antrum is easily drained through the mid- 
dle ear. Tonic treatment—iron and cod-liver oil—are of 
especial value in combination with other hygenic measures. 
In rheumatic cases salol should be used. 


Normal Salt Solution and other Local Analgesics in the 
Office Treatment of Ano-Rectal Diseases. J. Rawson 
PENNINGTON. Journal American Medical Association, 
April 8, 1905. 

The author has operated upon 7 5 cases of ano-rectal 
diseases in his office with the aid of the following solution: 
Beta-Eucain lactate 0.2 

Sodium chloride 9.78 

Adrenalin chloride sol. 0.65 

Distilled water 100.00 
In internal hemorrhoids the solution is injected directly 
into the tumor until the latter becomes white, when it is 
gant with a pair of forceps and the mucosa carefully 
ivided. The tumor is then ligated with a very fine linen 
ligature and the major portion cut off. In polypi the 
fluid is injected into the base of the pedicle. In hp apsus 
ani the injection is made into the mucosa and the deeper 
structures. In cutaneous hemorrhoids the skin is first 
anzthetized then the central portion of the tumor is re- 
moved with a knife. In all cases requiring deep dissection 
the skin is first anesthetized, then the deeper structures. 

The solution should be used at the body temperature and 

the operation must be done quickly as the solution is 

dly absorbed. The after-pain is far less than after 
oroform or ether and even this may be controlled by a 
hypodermatic of morphine 20-30 minutes before operating. 


Exophthalmic Goitre Reduced by Radium. RoBert 
Archives of the Réntgen Ray and Allied Phenomena, 
March, 1905. 5 

The case reported is most unique. Mindful of the fre- 
quent development of thyroidism in individuals submitted 
to thyroidectomy for goitre, and encouraged by the cure 
of a giant-celled sarcoma of the lower jaw which he had 
effected by the introduction of a tube of radium into the 

rowth, Abbé essayed the same treatment, with a like 

Fappy result, in an exaggerated case of exophthalmic 

itre. The patient was a student nurse, aged 21, in good 
health until goitre appeared one and a half years before. 

Its steady growth was associated with palpitation, tachy- 

cardia and all the other distressing symptoms of Graves’ 

disease. 

Under local anesthesia a sterile glass tube containing 10 
centigrammes of Curie radium 300,000 activity, was thrust 
end up through a bistoury wound an inch deep into the 
ayperteone middle lobe of the gland, where it was left 
“4 Ror a month the goi red 1 d 

or a month the goitre a arger and more spongy, 
then began to shrink ot ta Four months after treat- 
ment it was one sixth the original size and the patient was 
free from palpitation, her eyes were normal and she was 
able to walk several miles and to play tennis daily. 

[Of interest in connection with this case is one of sarcoma 
of the thigh reported by Lilienthal in the April number of 
the American Journal of Surgery.—Ed.] 


The X-Ray in Tubercular Adenitis. May CusHmMan 
Rice. Archives of Physiological Therapy. March, 1905. 

The writer reports in extenso two cases of tuberculous 
adenitis of the neck treated with the x-ray. In both the 
glands were of large size and tender; in one case ex- 
tensive operative treatment had been resorted to on the 
opposite side. In case number one tenderness disap- 
peared after the third treatment; in two months the gland 
was reduced to the size of a bean. A number of similar 
cases in patients ranging from eight to forty years, all 
females, and all with good result, are briefly reported. 
One case of tubercular peritonitis, in a child, was much 
benefited, the ascites disappearing and the temperatures 
remaining low. 

The cases were all treated three times each week, the 
exposure averaging eight to ten minutes; a tube of medium 
vacuum was employed at a distance of three to six inches. 
Lead foil was used to cover the face; no serious dermatitis 
resulted. Dr. Rice ascribes the improvement to the local 
stimulating effect with increase of the local nutrition and 
resistance, rather than to a directly destructive action 
upon the tubercle bacilli. 


The Treatment of Pyelitis. Howarp Medical 
Record. April 8, 1905. 

Kelly regards the determination of the etiological factor 
as of prime importance in the treatment of pyelitis. This 
having been removed he employs general and local mea- 
sures. Mild cases are treated expectantly with diluents 
and urotropin or salol. Urotropin is especially valuable 
in cases of bac. coli infection. Of the local measures he em- 
ploys. 1. Catheterization of the ureter. 2. Gradual 
dilatations of passable strictures of the ureter with cathe- 
ters of various sizes. 3. The pelvis of the kidney is ir- 
rigated with large quantities of a mild antiseptic 
fluid. He uses as a rule boracic acid, or nitrate of silver 
I-500, 1000 or stronger. 4. A few c.c. of a strong solution 
of nitrate of silver, 1-200 or even 1-100, are left in the pelvis 
(instillation). 5. A nephrotomy may be done, draining 
the kidney through the loin, and in order to keep the 
ureter open for a few days permanent catheterization of 
the ureter may be added to this. Improvement should be 
measured by the disappearance of the pus from the urine 
and the diminution in the number of micro-organisms. 
Urotropin is an excellent prophylactic where the patient 
has improved and is subject through some intercurrent 
disease to a recurrence. “The importance of diagnosing 
an early pyelitis is strongly impressed and for two reasons: 
1. It is more rapidly curable in this stage. 2. The pos- 
sibility of the development of an ultimate pyelo-nephritis 
is not as great. 
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A Modification of Bassini’s Radical Operation for Inguinal 
Hernia. (Modifikation der Bassinischen Radikal- 
operation der Leistenbritche). E. A. Pétya. Central- 
blatt fir Chirurgie, March, 1905, No. 9. 


The usual causes for recurrence, after Bassini’s operation, 
are due to insufficient muscles (internal oblique and trans- 
versalis) to draw down to Poupart’s ligament, which pre- 
disposes especially to weakness at the lower or median 
pe of the canal. The other common site is at the 
newly formed internal ring. Another variety of causes 
result from faults in technic; among the consequences are 
hematomata, cutting through of the deep 
sutures or too rapid absorption of the stitches. 


Many and various attempts have been made to over- 
come the defects of the hernia operation. Bassini recom- 
mends the operator to mobilize the muscle and fascia by 
preparing it away from the peritoneum, thus reducing ten- 
sion and promoting approximation to Poupart’s ligament. 
Herczel and others split the rectus sheath, using the result- 
ing fascial flap to cover the deep sutures, especially mesially. 
Toreduce the weakness at the site of exit of the cord, Halsted 
resects all but one or two spermatic veins; he and others 
have transplanted the cord (Halsted beneath the skin; 
Wolfler between the two recti after mobilizing the testicle; 
Ullman replaces the testicle permanently into the abdo- 
men). Pélya performs his operation as follows: 


Fie. 2. 


1. The skinsipcision parallel to Poupart’s ligament, fol- 
‘lowed by careful hemostasis. j ; 
2. Separation.of a flap of external oblique aponeurosis, 
converging externally with Poupart’s ligament. The in- 
cision starts at:the upper angle of the external ring and 
vends about 4 cm. external to the internal abdominal ring. 
3. Extirpation of the sac. Reduction of the size of the 


cord by excising such veins as leave the cord at the ex- 
ternal ring; removal of the cremaster and any connective 
tissue. 

4. The lower margin of the reflected aponeurotic flap 
(external oblique) is pulled strongly downward in order 
to expose Poupart’s ligament freely. 

5. The rectus sheath is now incised, about 1 cm. from 
its free margin, the cut running parallel to the margin. 
The resulting fascial flap is reflected downward (Figs. 1, 2). 


Fic. 3. 


6. The Bassini sutures are now passed. The first one is 
applied while the cord is pulled strongly upward and out- 
ward, it therefore is situated above the normal site of exit 
of the cord, and gives to this structure an upward and out- 
ward direction, in this part of its course, followed by a 
direction downward pod inward within the new formed 
canal. The stump of the cremaster is included in this 
stitch. The other muscle-fascia sutures are now applied, 
each including the rectus sheath fascial flap. The first 
and last stitches should be of silk, the others, which have 
less tension to bear, may be of catgut. (See Fig. 2). 


7. The upper edge of the divided external oblique apon- 
eurosis is sutured with fine silk to Poupart’s ligament, after 
mobilizing the aponeurosis so that the exit of the cord at 
the internal ring is covered for about 3 cm. (Fig. 3). The 
dotted line indicates the portion of the cord covered by 

‘the aponeurosis. 

8. he cord is pulled downward, and the lower, previ- 
ously reflected, aponeurotic flap (its apex is marked ‘‘A’’) 
is sutured with fine silk to the aponeurosis above the cord, 
wea thus buried beneath a two-fold aponeurotic layer. 

ig.4). 

. Skin suture. 

The author has performed the operation in 47 cases, of 
which some hernias reached the size of an adult head. 
There was no tension, no interference with the nutrition of 
the testis and no accidents except a few hematomata. 


Correction of Club-foot (Zur Korrektur des 
Kongenitalen Klumpfusses). Nose. Centralblatt fir 
Chirurgie, March 25th, 1905. 


Nobe seeks to overcome the difficulty encountered in 
correcting the deformity, due to the shortness of the mem- 
ber, which affords insufficient grip (that is a very short 
arm of the lever) and still greater difficulty in maintaining 
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the corrected position. After forcible redressment, if 
necessary under anesthesia, the foot is placed upon the 
usual tin foot-plate (without any bandage or cotton be- 
tween the sole and the plate). The foot-plate can be tem- 
porarily fitted into a support which affords a fixed resist- 
ance by which the i yf flexion, abduction and 
eversion can be obtained. In distinction to usual methods 
the leg becomes the mobile member, the foot the fixed 

oint of resistance. Under these conditions the plaster 
Soom is readily applied and maintained in over-correc- 
tion until it has set. 


Two Cases of Pancreatic Cyst. Van Buren Knort. 
International Journal of Surgery, April, 1905. 


The first case was that of a woman of 29 who suffered 
with increasing symptoms of ‘‘dyspepsia,’’ which ad- 
vanced so far that only small quantities of fluid diet could 
be ingested, even these causing extreme pain. A tumor 
filling the upper two-thirds of the abdomen was found. 
A median laparatomy was performed; the stomach found 
compressed and tightly stretched over the upper part of 
the tumor. The cyst was evacuated, nine pints of thin 
ink-colored fluid withdrawn, and the edges stitched into 
the abdominal wound. Uneventful recovery in eight 
weeks. Most of the pancreas was found destroyed. 

The second case, also a female, 26 years of age, was sent 
into the hospital for fibroid metrorrhagia. A cystic tumor 
coming from the right flank and jutting downward from 
the ribs, toward the median line, almost to the symphysis, 
was found. It was firmly fixed and not movable. The 
diagnosis, even after the abdomen was opened, was cystic 
right kidney. Through the right rectus a supravaginal 
hysterectomy for the fibroid was performed. The cyst 

ushed the colon outward, the small intestine mesially. 
The cyst was partly eneucleated, but not completely on 
account of hemorrhage, then opened and a smaller cyst, 
arising from the tail of the pancreas, found within it, and 
also opened and drained. Suture of cyst edges to the 
abdominal wound was then performed, redundant parts 
being first ablated; drainage. Recovery was retarded 
by frequent febrile attacks. 

In this:case no digestive or pressure symptoms were 
noted. The wa was avigecdod by the patient, the 
uterine hemorrhage being the sole complaint. 


a of Pancreas Cysts, (Zur Extirpation der 
ancreas Cysten.) A. SITZENFREY. Zeitschrift fir 
Geburtshilfe und Gyndkologie. 1905, Bd. 54, Hft 1, p.o8. 


The question whether pancreas cysts are simple reten- 
tion cysts or proliferating cysts, is of more than academic 
interest. If they are simple cysts, drainage through the 
abdominal wound should suffice, in most cases, to produce 
acure;if proliferating in structure, extirpation alone could 
promise permanent relief. Gussenbauer’s method of 
suturing the cyst into the abdominal wound and then 
draining has in 141 cases shown a mortality of only 5.6% 
and produced a permanent cure in the majority. <A serious 
objection to this method is the long period of after-treat- 
ment, often witha persistent fistula, which may require 
an extensive secondary operation; the severe dermatitis 
resulting from the corroding pancreatic juice is an annoy- 
ing complication. Twenty-four cases of complete extirpa- 
tion have been reported, with a mortality of 25%. The 
absence of the pancreas did not produce the expected 
glycosuria. Sitzenfrey reports a case of complete removal 
of a large ee cyst by v. Franqué, with cure. 
Histologically the tumor proved an adeno-cystoma. 

It would appear that in spite of certain advantages of the 
radical operation, the great technical difficulties and the 
so frequently wretched condition of the patient will induce 
most operators to content themselves with incision and 
drainage, in two stages, as heretofore practised. 


Clinical Studies in Blood Pressure and Shock in Trau- 
matic Surgery. . M. Warnricut. Pennsylvania 
Medical Journal, March, 1905. 


Scranton stands third on the list of cities with highest 
number of deaths from trauma. Trauma causes death 
from shock or its ally, hemorrhage. Recently such cases 


have been studied with the aid of blood pressure instru- 
ments, and in consequence of this and experimental data, 
the old routine method'of inordinate hypodermatic stimu- 
lation is falling into disrepute. Crile justly says that 
synergist, antagonist and ineffective drugs have been given 
quite indescriminately. According to this author the 
heart is not at fault, rather the low blood pressure, which 
results from exhaustion of the medullary vaso-motor 
centre. Strychnine and digitalin proved completely use- 
less in deep shock. Mechanical means of raising the 
peripheral circulation, such as bandaging the extremities 
and abdomen, and more particularly, the pneumatic suit, 
were highly effective. Kavcaktn. which stimulates the 
muscle fibres of the peripheral vessels, is still sub judice. 
Clinically hemorrhage and the long continuation of the 
shock prevent a complete and ready application and 
comparison with laboratory results. 

Practically, however, the shock is caused by an over- 
whelming irritation through the nerve impulses and the 
symptom most ger 4 requiring treatment is the low 
peripheral pressure. The afferent impulses can be di- 
minished by injection of large doses of morphine, also by 
immediate repair of the injury; hence primary amputation 
is indicated. Next mechanical raising of blood pressure 
by the means mentioned above should be resorted to. 
Clinically, at least, intravenous infusions with 0.9 per 
cent. salt solution, to which one dram of adrenalin (1—1000) 
to 2000 c.cm. may be added, have proved of value, especi- 
ally as hemorrhage is so frequent a complication. Strych- 
nine and digitalin in 1-10 grain doses according to Wain- 
wright, are often of use, as in spite of Crile’s views, the 
heart is frequently affected also. This agrees with 
Howell’s idea and experiments. Alcohol, at the time of 
injury is of no use or positively harmful. After several 
days, if the asthenia persists, it may be of aid as a food. 
The temperature, in the cases cited, is no guide and varies 
greatly. In only one case was it subnormal, in the rest 
varying between normal and 103°.4. 


A Simple Heat Method of Sterilizing and Storing Cat- 
Report. W. Barrett. [nierstate 
edical Journal., Vol. XII, No. 3, 1905. . 


1. The strands cut in convenient lengths are coiled and 
threads. 

2. The coils are dried one hour at 180° F., another hour 
at 220° F., (the temperature to be gradually raised.) 

3. The catgut is placed in liquid albolene until 
thoroughly cleared (few hours to 12 hours). 

4. The catgut in oil is placed on a sand-bath and raised to 
tl F. in one hour and kept at that temperature for one 

our. 

5. The catgut is transferred to a solution of iodine cry- 
stals 1 part, Columbian spirits (deodorized methyl alcohol) 
100 parts, in which it is permanently stored; after 24 
hours it is ready for use. 

The gut should be thoroughly cleared; the iodine solu- 
tion removes the excess of oil. The materials are inex- 
—_ the gut keeps indefinitely, is pliable, strong and 
sterile. 


Dilatation of Cicatricial Stenoses of the Esophagus by 
Means of the Esophagoscope. (Uber die Dilatation 
Zikatrisieller Stenosen der Speiserdhre Durch das 
Oesophagoscope). A. REIZENSTEIN. Miinchener 
Medicinische Wochenschrift, March 21st, 1905. 


If cicatricial stenoses are not passable to sounds or even 
filiforms, an attempt should be made to pass an instrument 
under guidance of the eye through the esophagoscope. _ If 
feasible, laminaria tents attached to a string, rubber 
drainage tubes passed, under tension, by means of a sound 
(which is then slowly withdrawn, permitting the tube to 
contract), or flexible metal sounds, should be passed 
through the esophagoscope and the stricture dilated. 
If unsuccessful, gastrostomy and retrograde sounding 
are indicated. Poor condition of the patient demands 
immediate gastrostomy. If in spite of gastrostomy 
the a remains impermeable, external or combined 
esophagotomy must be performed. The author reports 
two cases, one in a boy of three, in which dilatation by 
means of the esophagoscope was accomplished, after at- 
tempts to pass sounds blindly had failed. 
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Hepony and Stenosis of the Pylorus in Infants. 
F. L. American Journal of the 
Medical Sciences, April, 1905. 


The reported case died at the age of seven weeks, the 
chief symptoms being uncontrollable vomiting with pro- 
gressive inanition, and constipation alternating with 
diarrhea; neither a tumor nor dilatation of the stomach 
could be made out during life. The autopsy revealed a 
pylorus with a lumen of 2-3 mm. the circular muscular 
coat having four times, and the longitudinal two to three 
times the normal thickness; the stomach was but moder- 
ately dilated, and the orther organs were normal, save that 
the liver was sufficiently enlarged to cover up the pyloric 
region completely, thereby accounting for the circum- 
stance that the pylorus could not be palpated. The 
diagnosis was nevertheless made, based chiefly on the 
persistence of vomiting in spite of appropriate treatment. 

Organic stenosis of the pylorus is not distinguishable 
from simple spasm of that organ, except when the latter 
yields to treatment, for true stenosis runs a rapidly fatal 
course. Unfortunately, the therapeutic test involves 
the loss of valuable time, as operative intervention is use- 
less if delayed until extreme exhaustion has set in. The 
results of surgical measures are not sufficiently good to 
warrant their application in doubtful cases, for the mor- 
tality of the cases of simple spasm seems to be relativel 
low; the physician therefore finds himself confronted wit 
a dilemma in practically every case. 

As to pathology, the author takes the position that 
genuine stenosis of the pylorus involves a hyperplasia, the 
element of spasm being subordinate; the best evidence 
in favor of this view is the increase in volume of that organ, 
which not only has twice the normal thickness, but is 
lengthened so as to project into the duodenum; thickening 
by spastic contraction would, on the contrary, involve 
shortening of the viscus. There are doubtless cases of 
spasm alone, but these on autopsy would certainly show 
different anatomical conditions. As to the occurrence of 
intermediate conditions, our present knowledge still leaves 
us in doubt. 

Complete tables of all autopsies and operated cases are 
in the article (including many doubtful ones) The 

ormer number 35 and the latter 32. The author thinks, 
with Cautley and others, that most cases escape observa- 
tion, and that the disease is not nearly as rare as is gener- 
ally believed. 


Entrance of Air Into the Veins During Surgical Opera- 
tions. (De L’Entrée De L’ Air Dans Les Veines Pen- 
dant Les Opérations Chirurgales). X.DELORE ET R. 
Duteit. Revue de Chirurgie, March roth, 1905. 


One year ago the same authors reported a case in which * 


during hysterectomy for fibroids death resulted from en- 
trance of air into the veins. They now report a similar 
accident, which occurred during the removal of a large 
sarcoma of the neck. During the time that traction up- 
ward was made upon the tumor, after the sterno-mastoid 
and carotid had been exposed, a loud hissing sound was 
plainly audible and was repeated at short intervals 3-4 
times. The lower end of the external jugular was found 
gaping and was immediately clamped. After 4-5 minutes 
respiration grew weaker and then ceased; the heart con- 
tinued to beat for 15 minutes more. Blood mixed with air 
was noticed running from the central stump of an anterior 
jugular vein. Puncture of the right auricle withdrew 

lood mixed with much air. Autopsy showed air in the 
coronary arteries and both heart chambers. 

The authors advise careful hemostasis, and in this fact 
seek to explain the rare occurrence of the accident. Senn 
advised sitting up the patient; Couty and Mordret prac- 
ticed venesection to relieve the right heart. Artificial 
respiration, faradization, etc., have all been tried. The 
first measure must be to prevent further entrance of air; 
secondly, the authors strongly advise aspiration of the 
right auricle, through the 3rd left intercostal space 14 cm. 
outside the sternal margin in a direction pointing toward 
the median line. In their case they believe that these 
measures were undertaken too late. Experimentally 
great success was obtained by this procedure. 


Pruritus Ani. C.J. Drueck. Chicago Medical Recorder, 
March 15, 1905. . 

Any itching about the anus, regardless of its cause, is 
classified under this title; in some cases the cause is dis- 
cernible, in others it is evidence of a systemic disturbance, 
in still others no etiology is obtained. Males, of middle 
age are most prone to the disease. The symptoms are 
usually aggravated at night when the parts grow warm in 
bed. Of causes neurotic condition, diabetes, portal con- 
gestion, syphilis, rheumatism, gouty diathesis and albumi- 
nuria are to be considered. Locally, thread worms in 
children; in adults, prostatitis, proctitis, impacted feces, 
constipation and dietary errors are causative, also hemor- 
thoids, fissures, ulcerations, prolapse, polyp and fistula. 
During menstruation and in the first and last weeks of 

estation women are prone to it. Shellfish, salmon, straw- 

rries, coffee, excess of tobacco may, in the predisposed, 
bring on an attack. 

‘Some skin affections as eczema marginatum, herpes, 
erythema, also pediculi, may be to blame. The itching, 
aggravated by warmth and irritation, is the chief sym- 
ptom. In early stages no local changes; later redness, 
serious discharge, pigmentation and thickening of the skin 
develop. The general health sooner or later becomes 
impaired. Syphilis, tuberculosis or rheumatism should be 
recognized, as the treatment will vary accordingly. 

The prognosis is doubtful unless careful and continous 
treatment is instituted. 

The treatment should first take local causes into con- 
sideration. Regulation of the diet, excluding highly 
spiced foods, alcohol and tobacco; alteratives and tonics 
for anemia or tuberculosis; combating of constipation 
(salines, not aloes), intestinal antiseptics and irrigation of 
the bowel may be employed. Syphilis and lithemia re- 
quire the general treatment indicated in these diseases. 
Cotton night shirts and cotton sheets and woolen blankets, 
instead of heavy quilts, are to be used. 

Locally careful toilet of the parts (clean soft paper), 
dryness and prevention of friction are to be employed. 
Gradual dilatation of the sphincter should be performed, 
but without anesthesia. Astringents such as zinc oxide, 
carbolic, bismuth, etc., may be tried; opium used only with 
great caution; silver nitrate gr. xx to ounce I, or tincture 
of iodine twice weekly may afford relief. Vaginal dis- 
charge, worms, diarrhea, require appropriate remedies. 
Scaly eczema is benefited by a tar ointment with bella- 
donna and carbolic acid. In moist eczemas soothing 
ointments are indicated. Fleshy people should use 
ointments before exercising and daily cleanse with 4% 
carbolic or 11-5000 permanganate. In neurotic cases 
get hygiene, and suggestion are to betried. X-rays 

ave been applied with varying success. In hemorrhoids, 
fissure, etc., a salve composed of calomel gr. xxx, menthol 
gr. x-xx,and vaseline 1 ounce, is of use. Cold baths afford 
temporary relief. Cocaine for pain may be tried. 


Rectal Gonorrhea in the Vulvo-vaginitis of Infants. 
(Uber Rectalgonorrhoe bet Vulvo-vaginitis Infantum). 
K. Firicer. Berliner Klini8che Wochenschrift, March 
2oth, 1905. 
In 56 cases of gonorrhoic vulvo-vaginitis in children the 
author finds the rectum likewise affected in 11, or 20%. 
In adults he mentions, paranthetically, the percentage 
is even higher—30%. In three cases the profuse rectal 
discharge could be examined, more frequently a platinum 
loop had to be introduced through a small speculum. 
Gram-negative biscuit-shaped and intracellular diplo- 
cocci were found in each case. No ulcerations were noted. 
Possible modes of infection are secretion running down 
over the perineum; introduction of infected instruments; 
rupture of gonorrheal abscesses of the adnexa into the 
rectum and finally (not in children) abnormal coitus. The 
symptoms were always mild or absent; at most slight 
rectal tenesmus. Treatment consisted of pe agg 
containing o.o1 silver nitrate, or albargin or ichthyol 1.0. 
In other cases silver nitrate 1:3000, as a rectal irrigation. 
Of course the genital condition was simultaneously treated. 
The course varied from one to six weeks, but in all cases 
proved less stubborn than the vaginal disease. The 
rectum is not a favorable site for gonococci which are 
unable to penetrate to the deeper tissues in this locality. 
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Penetrating Gunshot Wound. Report of a Case of 
Wound of the Abdomen, in which the Liver, Gall- 


Bladder and Stomach were Perforated; Abdominal 
Section; Recovery. J. Y. Brown. St. Louis Medical 
Review, April 1st, 1905. 

The patient, admitted and operated upon forty minutes 
after being shot, was found to have a bullet wound of the 
right lobe of the liver, ruptured gall-bladder and two 
wounds of the pyloric region of the stomach. The liver 
wound was packed with gauze; the gall-bladder removed; 
the stomach sutured, first through and through, and these 
stitches covered with Lembert sutures. Drainage was 
introduced through the wound, irrigation of peritoneal 
cavity performed, and finally a counter-incision above the 
pubes with insertion of a glass drain into the recto-vesical 
pouch, was made. Exaggerated Fowler’s position was 
maintained to facilitate drainage. Uneventful recovery 
within 38 days was the outcome. 

Young concludes that in all penetrating abdominal 
wounds prompt laparotomy should be resorted to. A 
long median incision starting just below the ensiform 
should be used. Hemorrhage from the liver and spleen 
should be stopped by packing, and a complete and system- 
atic examination of the entire gastro-intestinal tract be 
made, starting with the stomach. Smal! wounds are 
sutured, many and closely aggregated injuries to gut or 
mesent uire resection. e again emphasizes flush- 
ing out the abdomen, suprapubic drainage for 48 hours 
and Fowler’s position. 

[This case illustrates how very prompt interference, 
especially if rapid and skilful, will reduce the mortality 
even in severe and complicated abdominal injuries. The 
author’s views on the efficacy of the Fowler position and 
drainage through the pelvis, cannot, however, be accepted 
without great reserve. Recent work, both experimental 
and clinical, has on the contrary pointed more and more 
toward lessening or abandonment of peritoneal drainage 
when the source of infection has been removed.] 


The Diagnosis and Question of Operation in Otogenous 
Forms of Diffuse Purulent Meningitis. R. SoxKo- 
Lowsky, Archiv fir Ohrenheilkunde, Vol. 63, Nos. 3 
and 4. 

The author relates the history of a case of middle ear 
disease complicated by mastoiditis, in which all the classi- 
cal symptoms of a meningitis and its verification through 
lumbar puncture were present. 

Although it was thought that operative interference 
offered very little chance for recovery, nevertheless on 
account of the slow progression, and increase in in- 
tensity, of the symptoms it was advised and carried out. 
The simple operation on the mastoid was done, and for 
three days the patient did well. The patient now passed 
into a pyemic condition and the suspicion arose that the 
lateral sinus had become involved. The jugular was tied 
but the sinus was not interfered with as sufficient was 
found in the wound to account for the symptoms present. 
The wound was in a fetid condition and in addition there 
was a fistula leading inte the horizontal semicircular canal. 
As the convalescence was still tardy, a third operation was 
performed in which a large mass of unhealthy granulations 
was removed, together with a necrotic piece of bone, re- 
presenting the cochlea. After this third operation the 
patient rapidly recovered. The case is certainly of ex- 
treme interest on account of the recovery after operative 
interference. The question at once arises, was this a case 
of a yon nto | diffuse purulent meningitis, and can one 
with certainty diagnose such a condition. There is no 
doubt that the proof positive of such a diagnosis is to be 
found in lumbar: puncture with microscopic examination 
of the fluid obtained. It is possible that brain abscess 
uncomplicated in any way whatsoever may on lumbar 
puncture give a fluid resembling that obtained in meningi- 
tis. Two such cases have been recorded. 

The author considers the question ‘‘Whether such 
cases in which the diagnosis is absolutely positive, should 
be operated upon.’’ According to his own experience 
in the case reported, he takes the stand with B. Barth, 
that every case, even the most serious forms, should be 
operated upon. In such cases however, where the on- 
‘set is acute and violent, rapidly growing worse from hour 
to hour, operative interference is contrainindicated. 


Surgical Treatment of Nephritis; A Résumé. Pau 
THORNDIKE. Boston Medical and Surgical Journal, 
April 6th, 1905. 


_ Thorndike briefly refers to the work of Reginald Har- 
rison, Newman, Ti any, Israel, Naunyn, etc., but considers 
Edebohls’ theory, technic and results as the real founda- 
tion of our present knowledge of the subject. In spite of 
the adverse results obtained experimentally by Gifford, 
Emerson, Albarran and Bernard, Johnson, etc., which go 
to show that the relief of congestion is but temporary and 
that no permanent increase in blood supply is acquired, 
Thorndike believes that clinically the operation is of great 
promise. Cases suitable for operation are those with albu- 
men and casts associated with movable kidney; cases of 
true nephritis associated with movable kidney; chronic 
interstitial nephritis; chronic diffuse nephritis. 


Asepsis and Antiseptics in Obstetrics: Also “Sterile 
Gauze”’ and ‘Sterile Water.” M. Massorr. 
— York and Philadelphia Medical Journal, April 

th, 1905. . 


Neither boiled water or gauze impregnated with anti- 
septics is really sterile, according to the author, as in the 
first germs settle from the air, and in the second air is 
caught in the meshes and introduced into the uterus. He 
warns against using gauze for uterine packing where it 
is avoidable, and recommends the employment of germici- 
dal solutions such as sublimate, lysol, etc.,instead of boiled 
water alone. Then follows a detailed description of the 
preparation and treatment during and after labor, in 
which antisepsis, rubber gloves and infrequent examina- 
tions are emphasized. 


The Poison of Eclampsia. (Das Eklampsiegift). A. 
Dienst. Zentralblatt f. Gyndkologie, March 25, 1905. 


Dienst examined placentae with the object of determin- 
ing any communication with the maternal circulation. 
Milk injected into the veins of the cord showed large open 
vessels in the fifteen cases of eclampsia which came under 
his observation; in 335 normal placentae small breaks in 
the fetal placental surface were found in many. The 
next step consisted in injecting methylene blue solution, 
under low pressure into the umbilical vein, after the child 
but before the placentae was born; 20% of the women 
showed blue urine within a short period of time. He 
further made numerous observations with the blood 
obtained from the retro-placental hematoma and the 
maternal blood. In eclampsia and albuminuria gravi- 


-darum the blood of mother and child act like the sera of 


two distinct species. When the communication between 
the two blood systems is small albuminuria results, when 
large eclampsia is caused. Dienst claims that the autopsy 
findings as well as the clinical course of experimental con- 
ditions resulting from the transfusion of heterogenous 
blood, closely resemble the conditions in eclampsia. 

He pictures the actual conditions as follows: A preg- 
nant woman’s circulation whose blood is charged with an 
abnormal quantity of antibodies (hemaglutinins and 
hemolisins), is invaded, as the result of any lesion of the 
ayers > villi, by the, to it, heterogenous fetal blood. 

he child’s corpuscles are agglutinated in the maternal 
circulation with consequent capillary emboli, and the 
hemolysins serve to dissolve the stroma fibrin (clinically 
hemoglobinuria). Should the hemolysins fail to be 
formed, the maternal corpuscles are destroyed, with re- 
newed hemoglobinuria (clinically late puerperal eclampsia). 
Where hemolisins were abundant, no case terminated 
fatally, where they were absent or scant, the prognosis 
proved doubtful. The kidney lesions are purely mechani- 
cal and if the vessels are not plugged by emboli, the renal 
findings are negative. This again is in accord with Pon- 
fick’s infusion experiments with heterogenous blood. 

[The theory propounded by the author is novel and of 
interest. Many gaps exist in this preliminary communica- 
tion, and some of the data adduced will bear contra- 
diction, yet on the whole, these views accord with the gen- 
eral trend of opinion which lays the blame upon a toxic 
condition caused by some fetal material that reaches the 
maternal organism]. 
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To the Prescribing Physician : 

The cost, to the consumer, cf medicinal chemicals and drugs is impor- 
tant and should be as low as is consistent with medicinal requirements. 
There is, however, a tendency to lower the quality standard, in order to 
meet a demand for low-priced materials. We have never permitted our- 
selves to be influenced by this deplorable state of the market. We have only 
one quality of every article we sell, namely, the highest attainable. And our 
prices are always the lowest that can possibly be made at time of delivery 
We guarantee our uniform standard of Purity and Therapeutic Efficiency, 
in one word, RELIABILITY. 


To insure the use of our products in your prescriptions, please remem- 


ber that it is well to specify SQUIBB’S. 


E. R. SQUIBB & SONS 


MANUFACTURING CHEMISTS 
TO THE MEDICAL PROFESSION 
SINCE 1858 
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DEPENDABLE 


It is uniformly even im strength and purity:and 
remarkable for its keeping qualities. _ 

Itis made solely for Medical, Surgical, and 
Dental uses, and should not be confounded 
with the commercial Deroxide of Hydrogen used. 
for bleachmg and other technical purposes 
which frequently contains impurities thati 
are harmful and in some cases dangerous 
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THE USE AND ABUSE OF THE INTRA- 
UTERINE DOUCHE. 
By C. G. Crark, M.D., 
Assistant seumane New York Hospital, House of Relief 
Out Patient Department. 

Intra-uterine douching in labor cases and obste- 
trical operations has gone from one extreme to the 
other in the past fifty years. Formerly it was a 
routine procedure in all labor cases to give a hot 


uterine douche immediately after the termination. 


of the third stage. After the introduction of anti- 
septics, strong solutions of bichloridé or carbolic 
acid were used and undoubtedly many serious 
results were due to this custom. Williams, in re- 
viewing the literature on this subject has collected 
over forty cases of death from bichloride poisoning 
following the use of bichloride douches. Probably 
fully as many bad results can be traced to the use of 
carbolic acid, lysol and other strong germicides. 
The average practitioner does not take into con- 
sideration the fact that the solution employed is 
being injected into a cavity which after labor 
especially is more capable of absorption than is any 
other part of the body. No man would think of 
douching the stomach with even a 1-5000 solution 
of bichloride and yet even stronger solutions are 
used in the uterus which in this condition is almost 
as capable of absorption. 

But there are many indications for the use of 
douches in labor cases and although it is not advis- 
able to employ toxic antiseptics still it is no better 
to use some antiseptic capable of exerting much 


germicidal action. This is especially true in in- 
fected cases or in cases where there is danger of 
conveying infection. A great many authorities 
advise the use of the sterile salt solution. This can 
act only in a mechanical way and does not in my 
mind appear as desirable in infected or suspicious 
cases. Before discussing the subject further it 
might be desirable to review the cases where intra- 
uterine douche is indicated. There can be no 
doubt that in the normal labor cases where every- 
thing comes away intact and where with the ex- 
ception of a few ante-partum digital examinations, 
no manipulations were necessary that there is no 
necessity of employing even a vaginal douche. In 
these cases the douche is more apt to do harm than 
good. 

One of the first indications for douching is the 
post-partum hemorrhage. Here a single hot 
douch may be all that is necessary to stop the flow. 
It is also my custom to employ douches after all 
obstetrical operations where instrumental or man- 
ual manipulations were necessary. In these cases 
the flushing of the uterine cavity with an anti- 
septic solution is a precautionary measure and may 
serve to prevent infection afterwards. A single 
douche immediately after the termination of labor 
is all that is necessary. During the pueperium the 
douche should not be used except in the following 

. Cessation of the lochia with sentdennnes over 
the uterus. A single douche given may prevent 
infection from retained and decomposing blood. 
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2. Temperature on third or fourth day with 
symptoms of presence puerperal septicemia—such 
as foul odor to the discharge or the presence of de- 
composing placental debris. In these cases the 
douche should be used at once and often is all that 
is necessary. 

Other indications for the use of intra-uterine 
douches in obstetrics are as follows: 

1. After curettage for the removal of debris. 

2. After the birth of a dead or macerated foetus. 

3. If the case has been handled by an inexperi- 
enced person prior to the arrival of the physician 
vaginal examinations having been made it is 
better to douche after the termination of labor. 

The character of the douche has probably given 
rise to the greatest difference of opinion, as stated 
above it is undesirable to use strong solutions of 
such germicides as bichloride and carbolic acid on 
account of the danger of too much absorption. On 
the other hand the sterile salt solution is not germi- 
cidal and can only exert a mechanical action. I 
have of late had occasion to use a preparation called 
Tyree’s Antiseptic Powder. Although in a sense a 
proprietary preparation its cheapness and con- 
venience make it highly desirable. Its composition 
is divulged which removes from it the objection 
which the profession make to the majority of pro- 
prietary preparations. 

Its contains biborate of sodium, alumen, carbolic 
acid and glycerine with aromatics. Being in a 
powdered form it is easily carried and solutions 
can be quickly made. For intra-uterine douches 
I use it in the proportion of two teaspoonfuls to the 
quart of water. ‘<It can be used in even stronger 


solutions than this as the percentage of carbolic 
acid is very small and can do no harm. The pres- 
ence of alumen makes it quite astringent and 
especially desirable in cases where the douche is 
used to control hemorrhage. Although not as 
strong a germicide as bichloride of mercury it can 
not do the harm that the latter can and it is suffici- 
ently germicidal to be desirable in infected cases. 

The following case of infection following a mis- 
carriage in the third month will illustrate the use 
and benefit derived from intra-uterine douche. 
Case Mrs. A. W., age 38, three months pregnant. 
Has had previous miscarriages. Present one 
brought on, four or five days prior to my first visit, 
by a fall. Not much hemorrhage at the time. No 
ill effects felt for three days when patient had a 
chill followed by a high fever—lochia scanty and 
foul smelling—contain pieces of decomposed pla- 
centa. Temp. 104°. Advised curettage, but pa- 
tient refused to submit to operation. Found 
uterus enlarged and tender, cervix patulous. 

Treatment, first gave patient a vaginal douche 
of two quarts of hot water to which one teaspoon of 
Tyree’s Antiseptic Powder was added. Then gave 
intra-uterine douche of same strength using a glass 
tip which had been boiled. Quite a lot of placental 
debris came away with the first douche. Re- 
peated the procedure twice daily for three days. 
Temperature gradually fell after the first day and 
reached normal by the end of third day. Gave 
intra-uterine douches once daily for two days more. 
Temperature did not return and patient made an 
uneventful recovery without any, operative pro- 
cedure. 
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THE TREATMENT OF MENSTRUAL DISORDERS. 


With Special Reference to Cases in Women Suffering 
from Mental Diseases. 


By Georoe S. WALKER, M.D., Staunton, Va. 


First Assistant Physician in charge of Female Department, 
Western State Hospital, Staunton, Va., etc. 

The connection between disorders of menstruation and 
disorders of the brain and nervous system has long been 
an established fact. The dependence of the psychic 
functions of women upon the menstrual function; the 
effects of the menopause upon mentality, are all subjects 
that have received the attention of clinicians for many 
years. It is a well-known fact, correlated to the peculiar 
connection between the mind and the sexual apparatus, 
that amenorrhea is not infrequently met with in the in- 
sane. The problem as to how to treat insanity is one of 
the most dificult in therapeutics; and in the modern con- 
ception of this treatment all agents that tend directly or 
indirectly to further the equilibration of the mental func- 
tions have a legitimate place. 

In an institution like the hospital with which I am 
connected, we naturally come face to face frequently 
enough with the question of treating the amenorrhea that 
is noted as an accompaniment of mental disease, and for 
a long time I have been experimenting with various thera- 
peutic agents recommended for the treatment of menstrual 
disorders without obtaining perfect satisfaction from any 
until I tried the method of treatment which I am about to 
describe. 

What I was looking for was a safe and efficient em- 
menagogue, which gave positive results in cases of amen- 
orrhea, and suppressed menstruation, 
without either exciting or depressing the patient, or caus- 
ing disturbances of the digestive or urinary tract, such as 
are met with in the use of most of the remedies classed as 

I knew that Apiol, the active principle of Apium petrose- 
linum, Linne (Parsley), was a substance that Pad been long 
known to possess marked emmenagogue properties, but 
that had not been used extensively in this couritry on 


account of certain unpleasant after-effects connected with 
its administration. 

The ordinary Apiol of commerce, it seemed, was simply 
a mixture of impure principles obtained from parsley by 
extraction. The question was, therefore, to obtain such a 
preparation of Apiol that, eliminates the impurities that 
do the harmful work of the ordinary preparation. A 
number of chemists, in various countries have tried to 
Apiol with varying success, but within the 

ast few years a pure product was obtained. It seems that 

the preparation which contains the purest product obtain- 
able, which was prepared by the new process mentioned, 
is a pharmaceutical compound known as _ Ergo-Apiol 
(Smith). I determined to try Ergo-Apiol (Smith), a 
liquid substance dispensed in gelatin capsules, which con- 
tains the pure Apiol described, and in addition to a com- 
bination of emmenagogues that immediately appealed 
to me as calculated to enhance the efficiency of the whole 
remedy, namely ergot of rye, oil of savin and aloin. 

I selected a series of cases in the hospital, each of which 
was characterized by a more or less pronounced menstrual 
disorder of some standing, and administered no other 
medication for the treatment of the disordered menstru- 
ation than Ergo-Apiol. I cite, three cases in which the 
remedy in question was employed. 

Case I.—Miss V. F. Aged twenty-one years. Was 
admitted June, 1901. She said that she had not menstru- 
ated for nearly a year, and attributed her suffering in body 
and mind to this fact. She was despondent, and on the 
verge of committing suicide. The reflex effects of the 
uterine disturbance were also manifested by the derange- 
ment of function in nearly all the organs. There was 
entire loss of appetite and a practical cessation of diges-, 
tion, accompanied by pain after eating. In October, 1901 
I began to give her two ces Ergo-Apiol (Smith) 
three times a day until after her expected periods, without 
any effect. During the month of November I gave her 
two capsules three times a day, and continued the treat- 
ment until December 12th, 1901, when her menstruation 
returned in a perfectly normal manner. No unpleasant 
after-effects whatever were noted at any time during this 
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treatment. She improved both mentally and physically 
during the time of barrens this emmenagogue, and her con- 
dition was so remarkably ameliorated that she was dis- 
charged cured when the menstrual function had been re- 
established. 

Case II.—Miss M. B.S. Aged twenty-four years. Has 
been suffering from amenorrhea for a year, which persisted 
in spite of all treatment. She was melancholy, and had a 
very poor appetite and other disturbances due to her sup- 
pressed menstruation. In November, 1901, I began 
giving her two capsules of Ergo-Apiol (Smith) three times 
aday. I continued this treatment without any appreci- 
able effect, except that the patient seemed to feel more 
comfortable, and at certain times during the month she 
experienced the subjective sensations accompanying the 
onset of menstruation. Finally, her menses returned on 
April 21st, 1902. The menstruation was perfectly normal. 
One week before the next succeeding period I gave her 
two capsules of Ergo-Apiél (Smith) three times a day, 
and when the time came for the onset of the flow it ap- 

ared in a normal manner. The remedy was continued 
in doses of one capsule three times a day while the flow 
lasted. Since the re-establishment of her normal function 
the patient has gained both mentally and physically, and 
regained her mental balance and her usual cheerfulness, 
so that she was discharged cured. 
| Case IIJ.—Miss L.D,C. Aged fifteen years. A girl of 
fine physique, who had first menstruated at the age of 
nine years, but always very irregularly. The menstruation 
disappeared for a year and then returned. When admitted 
she was very irregular with a scanty flow that lasted but 
one day, and was accompanied by severe pain in the head, 
loins and pelvis. A week before her expected period in 
January, 1902, I began giving her one capsule of Ergo- 
Apiol (Smith) three times a day. At the end of one week 
her menstruation returned, and lasted four days, the flow 
being normal in amount and accompanied by very little 
pain. The same treatment was pursued in February, 
with similarly good results, and from that time on the 
function was fully established and remained so. There 
was a marked improvement in both physical and mental 
condition and she was discharged from the hospital cured. 
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state, its diffusion and absorption is extended. 
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gen without irritant effects. The Magnesium constit- 
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THE THERAPEUTIC VALUE OF PEPTO-MANGAN 
(GUDE.) 
By Dr. VeuMeyer, Haren, Germany. 

1. Pepto-Mangan (Gude) is incontestably a blood- 
forming preparation, and in this respect is fully equal to 
every other preparation. 

2. Its use is therefore recommended in all those diseases 
in which, through an increase of blood and improvement 
of its quality, a cure or a beneficial influence upon the 
organism is to be expected; as for instance, in chlorosis, 
anzmia, leukemia, in chronic diseases of the respiratory 
organs, in many digestive disorders, especially after diar- 
rhoeas, and in convalescence from various diseases, es- 
pecially in weak and anemic women after childbirth. 

Owing to its great palatability and. tolerance this 
preparation does not require any correctives, and is 
adapted especially in obstinate and protracted disease, 
in nervous, neurasthenic, and all other persons who are 
unable to take other iron preparations even for a short 
time. In people who require iron and are afflicted with 
nervous dyspepsia Pepto-Mangan (Gude) is not only by 
far the best ferruginous preparation, but at the same time 
a stomachic which has a most favorable influence upon the 
secretory functions of the stomach. 

4. Its blood-forming.and in general curative properties 
depend both upon the direct introduction of iron and upon 
its power of stimulating the appetite and digestion. w- 
ing to its fortunate composition this preparation deserves 
a general symptomatic employment. 

5 Unpleasant by-effects are excluded. 

epto-Mangan (Gude) therefore constitutes a valuable 
addition to our list of remedies. I prefer this preparation, 
which has never left me in the lurch, to all similar products, 
and am persuaded that within its field of indications it will 
prove of equal service to others. As regards the dose, it is 
advisable in general to follow the printed directions, 
although in individual cases it may be exceeded without 
the least untoward effects; for it is one of the prominent 
advantages of the preparation, that while exhibiting in 
full its curative effect, it never satiates or becomes repug- 
nant, but permits of administration according to require- 
ments, for a'short period as well as many months. 
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BEFORE AND AFTER OPERATION. 


Before and after operation, Sulpho-Lythin is specially 
valuable because it restores and preserves normal func- 
tional activity of the liver, bowels, kidneys and skin; it 
also prevents or removes intestinal fermentation and dis- 


* tention, the bete noir of the surgeon, and thus places the 


patient in the best possible condition to withstand the 
shock of operation and recuperate therefrom. 

To obtain the best results, Sulpho-Lythin should be 
administered, as a rule, for one, two or three weeks prior 
to operation, the method of administration being varied 
to accord with the individual necessities of every case. 
After operation, it should,be commenced as soon as it can 
be borne by the stomach—usually after twenty-four hours 
—and continued as’ required during convalescence to 
maintain the normal activity of the liver and intestinal 
tract. 

When Sulpho-Lythin is Lateef administered, no other 
carthartic is required, either before or after operation, 
and in both cases the condition of the patient will improve 
daily under its exhibition. Where the intestines have 
been exposed, as in intra-abdominal operations, an oc- 
casional salt enema to aid evacuation may be required 
after operation, and strychnia also may be advantage- 
ously administered in such cases. 


The Journal of the American Medical Association is 
perfectly correct when it states editorially in its issue of 
April 8, 1905, that its own observation of medical litera- 
ture indicates that echinacea is being used far more than 
formerly, as Ecthol (Formula:—Each fluid drachm con- 
tains 28 grains echinacea augustifolia and three grains 
thuja occidentalis) has grown into almost universal use 
among physicians of all countries since it was first in- 
troduced to the profession some five years ago. Dis- 
cussing echinacea in a recent issue of the Louisville Monthly 
Journal of Medicine and Surgery, Dr. C. S. Chamberlin, of 
Cincinnati, writes as follows: ‘‘In my own experience, 
the results attending the use of echinacea have convinced 
me that there is no remedy of so great value in the treat- 
ment of cases of septic infection, and I have repeatedly 
used it in the cases of septicemia following wounds of the 
extremities, which I am confident, by any other means of 
treatment, would have resulted in the loss of the limb and 
possibly of the life of the patient.’’ He further recom- 
mends it to eliminate toxins and to alter conditions which 
favor suppuration and inflammation, as in the case of 
abscesses, ulcers, gangrene, bites of venomous insects and 
reptiles, tonsillitis, the exanthemata, eczema and psoriasis. 


The Journal of the American Medical Association 
March 18, 1905, contains an article by G. V. I. Brown, A.B. 
D.D.S., M.D., C.M., entitled ‘‘A System for the Surgica' 
Correction of Hair Lip and Cleft Palate,” in which the 
author describes a method of treatment, accompanied by 
illustrations and the histories of a large number of suc- 
cessfully treated cases. In his conclusions he says: 

“It is too often taken for granted that more or less 
sloughing and pus formation must follow extensiye mouth 
operations, and that surgical asepsisis impossible. Inasense, 
this must be admitted to be true, owing to natural ana- 
tomic to obstacles complete sterilization and the constant 
exposure to infection from so many sources, but notwith- 
Standing all this, most gratifying results can be secured, 
and so nearly a true primary union obtained as to make its 
essential benefit the same even with extensive wound sur- 
faces. With the periosteum stripped from the palate 
surfaces; incisions reducing circulation to the farthest safe 
limit; nasal secretions above in contact with raw surface; 
mouth secretions below, mixed, as often occurs, with 
gastric regurgitations, and vomited matter; only a com- 


“paratively thin veil of tissue bridging the space of the 


palatal separation of the bones, and at the velum, exposed 
to destructive influences at every movement of the tongue, 
or act of swallowing, it goes without saying that only the 
most rigid adherence to antiseptic surgical care could be 
effective. 

Stron 

ermicidal agents are necessarily precluded in the mouth. 

ilution in the oral fluids renders otherwise effective solu- 
tions of practically no benefit. The histologic character 
of the nasal, oral and pharyngeal mucous membrane sur- 
faces render sterilization extremely difficult, and it has 
been conclusively proven, that animal fats, dead mucous 
cells and other saidees coatings resist even powerful dru 
to such an extent as to protect underlying bacteria, while 
germs on the immediate surface are destroyed. _Mechani- 
cal cleansing, therefore, is a first necessity, and next to 
this, frequent use of non-toxic, or mild solutions of other- 
wise injurious agents. Prepardtory prepara- 
tion of the field of operation consists in scrubbing mem- 
branous, dental and other surfaces, removal or antiseptic 
care of teeth or roots, and at least temporary om 9. bes 
carious tooth cavities. My post-operative sheet anchor 
is dioxogen,* which gives mechanical cleansing, in setting 
free the dead mucous cells and destroying the resistant 
nature of the intervening secretions, while at the same 
time it gives an immediate and powerful effect on bacteria 
in destroying their vital properties. 


*“T use dioxogen because in my experience it has proved the most uni- 
formly free from acid of any of the preparations of Hz o2, commonly 
sold as such, and because an impure or a strongly acid solution must 
necessarily be absolutely prohibited when hourly treatments of the 
mouths of patients many of whom are infants, is prescribed.” 


A DEODOROZING HINT. 

’ To remove objectionable odors where sprinkling is inad- 
visable a cloth, wrung out of a dilution of one (1) part of 
Platt’s Chlorides and ten (10) parts of water, should be 
placed over, or near, the offensive article or place. 


The Marvel ‘‘ Whirling Spray” syringe is one of 
the most remarkable and effectiye instruments 
ever placed at the disposal of physician and patient. 
It is everywhere commended by physicians. Here, 
, for instance, is a voluntary testi- 
monial recently sent in to the 
Marvel Company by a well-known 
physician in Indian Territory: 


Leon, Inn. TER., Dec. 16, 1904 


GENTLEMEN—I have just ordered two 
of your ne spray syringes”’ for 
one of my best families (mother and 
daughter). I always insist on individ- 
ual use. The Marvel is the best in- 
strument for its purpose I have ever 
seen. I have ordered 41 in my clientele. 
It will do more with 4 pint than any 
other will with 4 gallon. I also gave an 
exhibition of it at our Association meet- 
ing (it is entirely new out here) and all 
were much pleased with it, so you may 
expect several more women will receive 
its benefits. Thisis the first testimonial 
I have ever given of any kind to any instrument in my 
fifteen years’ experience, but gladly dosointhiscase. I 
will use any literature you care to send me at the Associa- 
tion. Hoping you success, I am, 

Most respectfully yours, 
Georce H. Harry, M.D. 


TASTELESS} AX 


COMPOUND 


Pints, $8. 


| 


THE GREAT TONIC ANDBUILDER. 
00 per Dozen, 5 Pints, $2.75.Gals., $4.00. 5 Gal. Hospital 


Package, $16.25. 
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AMERICAN JOURNAL OF SURGERY. 


ATLANTIC CITY, N. J. 


Since last year a new ten-story 
fire-proof house has been built 
in front of the one that has been 
here for 37 years. In it special 
provision has been made for those 
seeking rest and repose at the sea- 
shore. It is different in many 
respects from other similar houses. 
We want you and your patients 
to see it. Write for folder and 
rates to 


THE LEEDS COMPANY 


Chalfonte is On the Beach 
Always Open Atlantic City, N. J. 


ABOUT OURSELVES 


The American Journal of Surgery 

is an independent, practical Surgical Journal under absolute professional control. 

Its object is to furnish its readers with such information and valuable 
points as will be of the greatest service to them in their daily practice. 

Its pages reflect actual, original and clinical work and not text book 
stories nor mental vaporings. 

In all it is a high-class up-to-date practical journal for the general practi- 
tioner and at a price (one dollar a year) which places it within the reach of every 
doctor. 


Notice—We will send April, June and July issues gratis dating subscriptions from August Vol. 19, No. 1, to 
° all subscribers who send in their subscription to the AMERICAN JOURNAL OF SuRGERY before May 2oth on 
attached blank. 


SUBSCRIPTION ORDER. 


SURGERY PUBLISHING CO. 
J. MacDonatp, Jr., M.D., 92 William Street, New York, U.S. A. 


“You may send me the AMERICAN JOURNAL OF SuRGERY beginning with August ‘05 
for which I will pay you One Dollar per year which I enclose. 
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